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SEAMLESS SURGEONS GLOVES 





























“KOLOR-SIZED” FOR QUICK, EASY SORTING! 


Pat. Pending 


® Already, hospitals are acclaiming 
Seamless’ new, exclusive feature—‘“‘Kolor- 
sizing’’—as the glove manufacturing 
achievement of the past two decades. 

Seamless ‘‘Kolor-sized”’ gloves save you 
hours of valuable time. No confusion, no 
fumbling, no sorting errors—simply sort 
by color, and you sort by size! 

The colored wrist bands denoting size 
are bonded to the gloves by an exclusive 
Seamless process. Bands cannot come off! 


FINEST QUALITY SINCE 1877 


Tests prove that both surgeons and hos- 
pitals are enthusiastic about this wonder- 
ful new development. 

These are the same high quality Seamless 
Surgeons Gloves that have enjoyed such 
universal acceptance for over a quarter 
century. 

For early delivery, order your require- 
ments in all sizes through your Hospital 
Supply Dealer. Be sure to specify: Seamless 
“‘Kolor-sized”” Surgeons Gloves, 





TWO IMPORTANT ADVANTAGES 


I. QUICK SORTING—Saves 
Time! Saves Money! 
More Economical! 


BLUE—Size 62 
GRAY—Size 7 
BLACK—Size 7'2 
GREEN—Size 8 

‘ YELLOW—Other Sizes* 
— *which individually 
account for only | % of 
total glove purchases. 
Size stamping contin- 
ues on both front and 
back of all sizes! 


2. EASY SORTING—Saves 
Trouble! Avoids E 
More Convenient! 
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Our Address Is Changed 


Hospital Management's address 
is now: 


Hospital Management 
200 E. Illinois St. 
Chicago II, Ill. 


It formerly was 100 E. Ohio St. 
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As Others See Us 





Report from America 


DELEGATION from Charing Cross Hospital, consisting of the dean of 
the medical school, the senior surgeon representing clinical studies, the 
professor of anatomy representing pre-clinical studies, and a partner of the 
firm of architects now working on the plans for the new Charing Cross Hos- 
pital, visited a number of hospitals and other institutions in the eastern states 
of America during April and May, 1949, with the object of studying methods 


of hospital design and practice in 
America. 

The report of the delegation has 
now been published by King Ed- 
ward’s Hospital Fund for London.’ 
It contains much that will be of in- 
terest to those concerned with hos- 
pital development in this country 
and is particularly valuable both for 
its clear descriptions of the lessons 
to be learned from practice in the 
United States and for the critical 
point of view which it displays in 
commenting upon some of the de- 
ficiencies in the provision of hospi- 
tal facilities in that country. 

Among these deficiencies is the un- 
even provision made for hospital care 
as between different sections of the 
population in New York City. There 
hospitalization is free at income levels 
below 2,500 dollars per annum, pa- 
tients in receipt of higher incomes 
being required to meet the cost of ac- 
commodation and treatment them- 
selves. Those in the middle income 
ranges usually provide for such even- 
tualities through insurance schemes, 
but, as a recent American work? has 
shown, the cover provided by these 
is far from adequate. 

The Charing Cross delegation points 
out that in many hospitals there is, 
in addition to accommodation 
charges, an extensive list of charges 
for every type of hospital service re- 
quired by the patient above his 
board and lodging, covering such 
items as the use of the operating 
theatre, the X-ray and other special 
departments including the labora- 
tories, and blood transfusion, so that 





Reprinted by permission from the April, 
1950 issue of THE HOSPITAL, London, 
England. 


*{Travell Report No. 3. Visit of Charing 
Cross Delegation to American Hospitals. 
King Edward’s Hospital Fund for London. 
Published by Geo. Barber & Son Ltd., 
Furnival Street, London, E.C.4. 

24 Pattern for Hospital Care.” Final 
report of the New York State Hospital Study, 
by Eli Ginsberg. 
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the total charge to the patient may 
soon run into a very considerable 
sum, which may only be partly cov- 
ered by his insurance. 

“We felt it to be possible,” says 
the delegation, “that in the middle 
income range there might be a large 
group of population to whom full 
and adequate medical care might be 
economically difficult and who might, 
in times of financial stringency, take 
the risk of making no proper pro- 
vision against illness.” 

On hospital costs in general the re- 
port makes it clear that problems 
very much in mind in this country at 
the present time are no less pressing 
in the United States. Maintenance 
costs there are high and still rising, 
whereas hospital income is tending to 
sag or at least to rise less rapidly than 
costs. The fact that hospitals are ap- 
proaching financial difficulties is, in 
the view of the delegation, playing 
some part in the structure and equip- 
ment of the newer institutions, al- 
though there appears to be at least 
some safeguard, although not a very 
adequate one, against a drastic low- 
ering of standards in that the Federal 
Government is empowered to con- 
tribute up to one-third of the capital 
cost of new hospitals. The granting 
of this sum is not subject to any con- 
dition of control by the government, 
although proof is required that the 
remaining two-thirds of the cost can 
be contributed by the community re- 
quiring the hospital and that the com- 
munity can maintain the hospital 
when built, but the plans are subject 
to scrutiny by the Public Health 
Service and are required to comply 
with their standards. At the present 
time the chief concentration is upon 
the provision of small hospitals of 50- 
200 beds in the less populous areas 
rather than upon large institutions of 
500-1,000 beds. 





The Cover Picture 





When schools of nursing hold com- 
mencement exercises there always is 
a lot of room for imagination in giving 
participants something to remember 
in future years. More than a year ago 
when the Presbyterian Hospital School 
of Nursing in New York City graduated 
80 nurses at the Columbia-Presby- 
terian Medical Center the graduates 
raised their diplomas to make this arch 
through which marches Margaret E. 
Conrad, the director of nursing. (This 
is an Acme photo.) 





Apart from noting difficulties in 
obtaining treatment, the delegation 
commented also upon the effect of 
high costs upon length of stay in hos- 
pitals. They found that early ambu- 
lation was “the popular treatment,” 
but implied that it had in fact become 
too popular for the good of the pa- 
tient! ‘““We could not help feeling that 
with the present high cost of hospi- 
talization the patient would be likely 
to cooperate willingly in his early 
ambulation, but that if charges were 
lower or absent, maternity patients 
in particular might seek a longer 
period of rest. Admittedly early am- 
bulation increases the turn-over of 
beds materially, but it is very diffi- 
cult to judge its real benefit to the 
patient and to be certain that it is a 
permanent and not a temporary phase 
in treatment.” 

As was to be expected the delega- 
tion was not impressed, either, with. 
the outpatient departments which it 
saw. They tended to be small and 
“rather lacking in the comfort and 
attractiveness seen in the Swiss and 
Swedish hospitals. . .one felt that this 
class of patient was not encouraged.” 

By contrast, we are told by the 
delegation that when the stay in hos- 
pital is unduly long to meet the needs 

(Continued on page 115) 
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Enterprise .. . the capacity for vigorous and concentrated activity, is a vital quality 
of leadership in any field, as are also foresight and skill. Searching assiduously 
for better solutions to the problems of surgical instrumentation, Sklar designers and 
atoll al-t-1aMaleh A Ma colMmuirola-Mislelamatel Mme Ma-1alitla van ol-\-alaole] ol-lcehilile Mm ahimeltscelarellire 
nileXeifae] Molaro MU igel[ao] Mt ol-Tellel Si tem(oMial-M-lalomialohmelehZelala-1Mlamisl-Mual-ielllUgeliael Melare 
engineering sciences may be at all times utilized for the current needs of the 
profession. Maximal functional efficiency, safety and 
olVI ge] ol] Ihivakela-MRLAL-MULaicelilate 
characteristics of the 
TNA -1ge] Mlarelekcelalemielae| (ae 
instruments fabricated 
domestically by J. Sklar 
I XolalUhfe Ka teialare mm @tolinl oXelany 

of highest quality . 
American-made Stainless Steel. 
Available through accredited 
surgical supply houses. 
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MICHELE TREPHINE 
for vertebral body biopsy, made in 3 sizes 


Designed t 
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In athletic events, the Silver \ 


Cup is symbolic of leadership. 
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NEW HOW’S BUSINESS DEPARTMENT 


AMERICAN AssoctATION OF Hospital ACCOUNTANTS 


with the 








by F. James Doyle 


PPROXIMATELY three dozen more returns were 
received this month, and are represented in the 
tables and graphs on this and the following pages. Even 
36 additional completed questionnaires can do a good deal 
in making the How’s Business survey more representative. 
We would like to “go over the top” (i.e. pass the 200 mark 


Average Occupancy on 100 Per 





Cent Basis 
April, 1948 .... 
May, 1948 
June, 1948 
July, 1948 + 
August, 1948 79. 
September, 1948 .......... 76.05 
OE Fa 79.23 
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December, 1948 ............ 73.99 
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oe yy. 76.26 


Average Patient Receipts 
Per Occupied Bed Per Month 






for replies) next month, and urge cooperation yet again 
from those who thus far, for one reason or another, have 
not gotten around to sending in the current form. 

Incidentally, we are now appearing under a new depart- 
mental head. Compare the style of the heading above with 
last month’s, and see if there isn’t big improvement. 


NATIONAL AVERAGES 


Receipts (per Bed) vs. 


Expenditures 
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Average Operating Expenditures 
Per Occupied Bed Per Month 






























































Average Patient Receipts Per 
Bed Per Month (Total Beds) 







Average Operating Expenditures 
Per Bed Per Month (Total Beds) 
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A urity PRODUCT 


( BAUER & BLACK ) | 








Take a look at this new, 
far more easily seen Radiopaque dponge 









Old New 
Insert Haat 


Unique X-Ray Pattern 
equal to shadow of 
1/5 inch of aluminum 





Today you have at your service a new and 
thoroughly better Curity Radiopaque 
Sponge, with an insert that’s far easier to see 
than other X-Ray-detectable dressings. In 
fact it’s even easier to see—by a full 100%— 
than the Curity Radiopaque Sponge of the 
type that first brought this great safeguard 
to modern hospitals. 






You can not only see the difference for 
yourself, you can MEASURE it for your- a 
self, as shown here. A new-type Curity Radio- 50/1000 100/1000 - 150/1000 . 200/1000 ,\ 250/1000 
paque Insert is compared with a “ladder,” or ofan inch ofaninch of aninch of aninch _of an inch 
series of steps, of aluminum. In this exam- X-RAY “LADDER” FORMED OF LAYERS OF ALUMINUM 
ple, each layer of aluminum is 50/1000 of an 
inch thick. The new Radiopaque X-Ray 
shadow is as distinct as that .of four alum- 
num layers—1/5 of an inch. 


No other insert is as opaque to X-Ray! 


And no other insert casts as DISTINC- 
TIVE a pattern as the cross-hatched, wide- 
mesh pattern of the new Curity. It contrasts 
so strongly with other shadows that it can’t 
possibly be mistaken for anything but what 
it is. Even when other details on a film are 
blurred by motion or improper exposure, the 
new Curity pattern telegraphs, “Here lies a 


gauze sponge!” | (BAUER & BLACK) | 


Worth seeing for yourself! Division of the Kendall Company 
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June 1950 Regional How's Business Reports 





NEW ENGLAND 





MIDDLE ATLANTIC 


ha ATLANTIC 


SOUTH CENTRAL 











ae atk ee 

NO. OF BEDS 1-100 101-225 226-up | 1-100 101-225 226-up ff 1-100 101-225 226-up ff 1-100 101-225 226-up 
AV. NO. OF ADULT 

PATIENT DAYS 1,190 3,753 7.465] 1,205 4,328 7,072 1,707 = 4,321 7,840} 1.399 3,830 9,915 
% of OCCUPANCY = 174.89°/, 79.50% 80.90%, | 66.90%, 85.42% 80.71%] 66.70% 80.60% 63.23%174.30% 82.10% 89.24% 

EXPENSES BY DEPTS. PER PATIENT DAY EXPENSES BY DEPTS. PER PATIENT DAY EXPENSES BY DEPTS. 
Administration $1.09 = $1.82 $1.73] $1.84 = $1.35 $1.46] $1.23 = $1.44 $1.76] $1.28 = $1.18 $1.34 
Dietary 2.33 2.89 3.42] 2.38 2.42 2.73] 2.65 3.08 3.159 2.04 2.51 2.43 
Housekeeping 59 86 93 14 83 77 83 92 80 67 67 78 
Laundry 38 6 64 57 49 Al 53 42 58 50 32 31 
Plant Operation 1.39 1.01 LI79 1.33 1.25 1.26] 1.28 .90 1.39 70 78 1.16 
Medical & surgical 1.29 1.17 80 1.76 1.29 1.02 bl 1.27 1.399 2.62 68 1.28 
O. R. & Del. Rms. 57 1.06 1.10 70 16 63 86 2.06 1.53 73 75 1.23 
Pharmacy 64 1.23 1.14 66 83 71 .23 56 1.069 1.37 93 1.21 
Nursing 4.06 3.99 3.85 5.07 4.21 3.76] 3.3! 3.94 4.68] 2.66 3.43 3.23 
Anesthesia — 31 55 36 32 45 72 at 49 40 » 56 53 
Laboratory 25 75 1.55 46 80 78 48 58 .b6 49 63 95 
X-ray 64 99 1.08} .97 9 64 82 42 65 50 33 75 
Other special services _ 49 1.65 18 39 49 24 58 83 .20 1.02 42 
TOTAL EXPENSES [13,758 79,996 148,118] 18,753 67,990 105,904].21,464 64,529 -:143,7671,17,835 49,467 ‘157,991 
TOO PATIENTS (12,013 61,891 147,830921,674 70,592 110,409922,960 69,383 135.2179 19.214 52,439 167,580 
OPER PATIENT DAY | 10.09 16.49 19.80] 17.98 16.31 15.61) 13.45 16.05 17.25 | 13.73 13.69 16.90 
OPER PANIENT DAY | 11.56 21.31 24.419 15.56 15.71 14.97] 12.57 14.93 18.33] 12.74 12.91 15.93 








EAST NORTH CENTRAL 


WEST NORTH CENTRAL 


MOUNTAIN STATES 


PACIFIC COAST 








REGION Ilinois, Indiana, Michigan, Kans., lowa, Minn., Neb., Ariz., Colo., Idaho, =" California, Oregon, 
Ohio, Wisconsin D., S. D., Mo. Nev., N. M., Utah, W Washington 
NO. OF BEDS 1-100 101-225 226-up ff 1-100 101-225 226-up | 1-100 101-225 226-up | 1-100 101-225 226-up 
AV. NO. OF ADULT ; 
PATIENT DAYS 1,642 3,373 8.9659 1,473 3,952 9.481% 2,058 3,332 4,944] 1,031 3,402 7,521 
% of OCCUPANCY 70.04%, 77.44% 87.10%9 74.89% 86.10% 87.46% 174.80% 71.30% 62.40% 9 76.33% 71.05% 81.20% 


EXPENSES BY DEPTS. 
Administration 
Dietary 
Housekeeping 
Laundry 
Plant Operation 
Medical & surgical 
O. R. & Del. Rms. 
Pharmacy 
Nursing 
Anesthesia 
Laboratory 
X-ray 
Other special services 
TOTAL EXPENSES 


TOTAL os ge 
TO PATIENTS 


OPERATING INCOME 
PER PATIENT DAY 


OPERATING EXPENSES 
PER PATIENT DAY 





PER PATIENT DAY 


EXPENSES BY DEPTS. 


PER PATIENT DAY 


EXPENSES BY DEPTS. 

















$1.77 $1.87 $1.93} $1.08 $1.33 $1.21 7 $1.30 $1.28 $1.92} $2.74 $3.78 $3.59 
2.34 3.14 3.71 1.90 2.45 4.04 2.59 3.02 2.93 1.27 3.53 3.87 
72 89 1.35 6! 81 72 1.02 1.03 .70 1.65 1.54 1.53 

54 80 68 .63 Al 49 63 By 44 1.25 a 62 
1.37 1.37 1.20 45 95 1.62 60 1.01 1.13 57 1.52 1.73 
2.07 2.01 1.20 1.54 .70 1.14 2.45 1.71 89 _— 1.41 1.49 
78 1.10 1.04 80 9 .30 87 82 1.14 1.43 1.93 1.76 
1.17 99 1.17 _ 94 1.49 1.06 1.12 1.26 1.05 1.18 1.67 
4.45 5.09 4.52 3.39 3.73 3.32 2.63 4.02 4.17 6.80 7.43 6.54 
4! 47 44 73 41 _ 64 .60 27 _ 89 48 

62 1.20 98 35 82 1.04 65 97 1.24 22 1.60 1.50 

86 1.01 85 .67 56 75 46 .73 70 .20 76 1.55 

46 68 39 16 .27 By | 5! 51 40 1.06 714 21 
24,934 63,938 174,531 | 17,731 57,254 159,527§29,079 55,102 84,453 128,660 98,117 205,298 
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Send Flowers 
Worldwide 





“Nothing takes their place” 


FLOWERS -BY-WIRE top all things that 
patients enjoy... they bring new 

cheer and gaiety! F.T. D. FLORISTS 
see that FLOWERS arrive in vase 


of chemical water to preserve freshness. 


» i PORILARS 2 No special handling necessary! 





FLORISTS’ TELEGRAPH DELIVERY ASSOCIATION, 200 Lafayette Building, Detroit 26, Michigan 
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Cut-away Plasma Bottle Stopper shows 
the fine mesh filter. After restoration to 
liquid state, plasma passes through hole in 
glass tube “A” and then through filter. 










































































A BUILT-IN 200 mesh, stainless steel filter is an exclusive feature of 
the new COURTLAND NORMAL HUMAN PLASMA .. . irradiated and 
lyophilized. No filter is necessary in your intravenous equipment. 

Administer this plasma in complete safety, for no preservative is 
added and it is treated with ultra-violet irradiation to destroy pos- 
sible bacterial and viral contaminants including the agent of Infec- 
tious Hepatitis. 


AVAILABLE IN 3 SIZES 


COURTLAND PLASMA is available in and sealed under vacuum in thedispens- 
50cc., 250cc., and 500cc. units. Prepared ingcontainer. A bottle of distilled water 
under National Institute of Health and a double-end needle for mixing 
specifications, it is rapidly frozen, dehy- water and dried plasma are included in 
drated under high vacuum (lyophilized) every package. 

You'll find it practical to keep CoURTLAND PLASMA on hand for 
emergency use, for every unit has a shelf-life of five years. Plasma 
is immediately available from any AMERICAN Office. 


Mg] PLAN WITH AMERICAN 
eumy ... the first name in hospital supplies 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES e EVANSTON, ILLINOIS 
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Now you can get 
WHITE CRINKLE 


HOSPITAL 


BEDSPREADS 


At Special Low Prices! 


Hospital Superintendents will welcome 
this news! Now—Corco Textiles Inc. are 
offering Hospital Bedspreads at the low- 
est prices in years. 


FIRST QUALITY 


These are first quality, fine, white crinkle 
bedspreads used in hospitals every- 
where! A bedspread so well known and 
widely used it needs little description. 


MADE TO GOVERNMENT 
SPECIFICATIONS 


These fine white crinkle bedspreads ‘are 
made to meet U. S. Government Speci- 
fication DDD-B-151A Type 1, minimum 
weight crinkle, 62 x 62 count. 


AVAILABLE IN FOLLOWING 
SIZES AND PRICES 


54x 60 ...$1.70 ea. 72x99 .. $3.00 ea. 

54x90 ... 2.20 ea. 72x 105... 3.15 ea. 

63x90 ... 2.20 ea. 72x 108... 3.25 ea. 

63x99 ... 2.45 ea. 81x90 ... 3.00 ea. 

63x 105... 2.55 ea. 81x99 ... 3.25 ea. 

72x90 ... 2.75 ea. 81x 105... 3.35 ea. 
81 x 108. . $3.40 ea. 


PREPAID DELIVERY 


Orders for 30 or more of a size, prepaid 

anywhere in the United States. Orders 

for less than 30 of a size, shipped 

F.0.B. Chicago, Illinois, 

Write for low prices on your other 
textile requirements. 


CORCO TEXTILES INC. 
Manufacturers and Distributors 
629 W. WASHINGTON BL. 
CHICAGO 6, ILL. 








Letters 





Costs in hospital 
dietary departments 

To the Editor: Will you please ad- 
vise if it is possible to obtain a reprint 
of an article (editorial) published in 
HospitaAL MANAGEMENT, the Octo- 
ber 1934 issue, on “Figures on dietary 
costs in five eastern hospitals,” which 
stated the number of employes, num- 
ber of patients, average number and 
types of special diets, total. meals and 
total food costs. 

Also could you please advise if 
there has been a recent similar study 
or report on hospital dietary depart- 
ment which would give this informa- 
tion? 

Isola D. Robinson, 

Dietetics Consultant. 
Wilmington General Hospital, 
Wilmington, Delaware. 


Editor’s note: Reprints of the arti- 
cle referred to in the letter are no 
longer available. 

The best reports currently avail- 
able on dietary costs are those on 
page 10 of each issue of Hosprrar 
MANAGEMENT. You will note that 
per patient day dietary costs are given 
in eight different regions of the 
country and in each region the costs 
are broken down according to three 
different size groups. These are aver- 
age costs, of course. 


Wilmington General Hospital, for 
instance, with 184 beds would come 
in the 101 to 225 bed group. Dela- 
ware is listed in the South Atlantic 
group. The average dietary expendi- 
ture per patient day in your group, 
both regional and size, for April 1950 
was $3.16. 

These and other greatly detailed 
reports are on page 10 of the June 
1950 issue of HospiraL MANAGE- 
MENT. These figures are compiled 
each month by F. James Doyle, asso- 
ciate editor, in cooperation with the 
American Association of Hospital Ac- 
countants and under the immediate 
direction of the association’s research 
committee, of which John M. Stagl, 
business manager of Passavant Hos- 
pital, Chicago, is chairman. 

Hospital superintendents, trustees, 


medical directors, all department 
heads and many others can, by fol- 
lowing this department, keep an up- 
to-date, month by month check on 
hospital costs, not only general cost: 
but also detailed departmental costs 
compiled in harmony with the uniform 
accounting standards of the Ameri- 
can Hospital Association. These fig- 
ures are compiled from hospitals all 
over the country every month at con- 
siderable time and expense and they 
are the only cost figures of the kind 
available in the hospital field. 

Those who would like to join the 
American Association of Hospital Ac- 
countants and profit from its many 
activities can make application to: 

Mr. Frederick C. Morgan, 

Secretary, American Association of 

Hospital Accountants, 

Genesee Hospital, 

224 Alexander Street, 

Rochester 7, N. Y. 

Those who would like to comment 
on the How’s Business reports or sug- 
gest changes in the present material 
can send them to: 

Mr..F. James Doyle, 

Associate Editor, 

Hospital Management, 

200 E. Illinois St., 

Chicago 11, Ill. 


Offer statistics 
for How’s Business 
To the Editor: Please put us on 

your mailing list. Your statistics are 

most helpful. We want to help. 
John H. Gorby, 
Administrator. 

La Mesa Community Hospital, 

La Mesa, California. 


To the Editor: If you will persevere 
in sending us the accounting question- 
naire we will promise to do better in 
the future by submitting it on time. 

We like the new form. 

Might we suggest that the blank be 
sent through the mail earlier than it 
has been coming. It has been arriving 
only a couple of days before the dead- 
line which is not enough to be prac- 
tical. This suggestion is given only to 
be helpful. We realize you are eager 
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Through the years the name B-P 


RIB-BACK BLADE 


has come to mean 
certain things to the 


SURGEON 


Bard-Parker regards the sale of 
B-P RIB-BACK BLADES as not the 
end of a transaction, but as the 
beginning of an obligation, 
shared equally by the factory 
and the dealer, to deliver to the 
buyer the utmost that has been 
built into those blades. 


ita 


Ask Your Dealer 


BARD-PARKER COMPANY, INC. 
Danbury. Connecticut 
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to get back as many of these question- 
naires as possible each month. 
Sister Rose Irene, 
Member, AAHA. 
Murdock Memorial, 
Saint Anthony’s Hospital, 
School of Nursing, 
Sabetha, Kansas. 


Editor’s note: In this cooperative 
effort of contributing hospitals, the 
American Association of Hospital Ac- 
countants and Hospital Management 
there have been few such heartwarm- 


ing examples of selfless assistance as 
this project of assembling the material 
for the How’s Business reports on 
pages 8, 10 and 12 of each issue of this 
magazine. ; 

Of course it’s a big job, one fraught 
with a lot of detailed work and ex- 
pense and a monthly tussle with dead- 
lines, but the net result is something 
which hospitals have needed and want- 
ed for a long time, and here it is. 

Therefore the hospital executives 
who wrote the two letters above and 
the hundreds of others who are con- 





ASPHALT TILE FLOORS | 
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RUBBER FLOORS 


<2 883 COMPOSITION F 


BRITEN-ALL 
is BEST For ALL 





type of flooring. 


only a few ounces added to a pail of water are necessary. 


BRITEN-ALL is approved and recommended by lead- 
ing manufacturers of Asphalt Tile, Terrazzo, Rubber, 
Linoleum and Composition floors. 















quiet. 


CLEANS CLEANER! 
CUTS MAINTENANCE COSTS! 


BRITEN-ALL is ONE floor cleaner that answers your 


floor cleaning problems for ALL types of floors. 


BRITEN-ALL is safe, for despite its superior cleansing 
qualities, it is a neutral cleaner that will not injure any 


VESTAL ELECTRIC 
FLOOR MACHINE 
Scrubs and polishes 
faster. Easy to oper- 
ate. Sturdy, perfectly 
balanced construc- 
tion. Exceptionally 


© BRITEN-ALL is economical, because it is concentrated; 





SAVES TIME! 


VESTA-GLOSS 


A scientifically bal- 
anced waterproof 
heavy duty floor 
finish that dries to a 
bright uniform lus- 
tre without polish- 
ing. Use it in cooper- 
ation with BRITEN- 
ALL to protect your 
floor investment. 
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tributing their statistics anonymously 
each month deserve the profoundest 
gratitude of hospitals everywhere for 
making this work possible. We feel 
sure we speak for hospitals everywhere 
when we say how deeply indebted we 
are to those hospitals which make this 
work possible and when we say “we” 
we mean, of course, the American 
Association of Hospital Accountants 
whose research committee, headed by 
John M. Stagl, business manager of 
Passavant Hospital, Chicago, has been 
the guiding force in this project ir 
working with F. James Doyle, asso- 
ciate editor of Hospital Management, 
in turning a hope into a working 
reality. 

The operating base is being con- 
stantly widened. In order to make 
these figures more truly representa- 
tive the blanks are being sent to more 
hospitals in the New England, Moun- 
tain States and Pacific Coast areas. 
These hospitals have been asked to 
have their reports in the mail no later 
than the 26th of each month so that 
magazine deadlines can be met and 
the results made available promptly 
to hospitals everywhere through pages 
8, 10 and 12. 

The presentation of this material is 
being constantly improved. Herb 
Krauss, administrator of Burlington 
Hospital, Burlington, Ia., for instance, 
suggested that the lines identifying 
each row of figures be placed in the 
left column. This was done in the 
July issue and it represents a definite 
improvement. Anybody else have 
some good ideas? 


Excellent service; 
extremely helpful 
To the editor: This [meaning pages 
8, 10 and 12] is an excellent service 
and [it] has been extremely helpful 
in presenting comparative statistics 
to the board of trustees and medical 
staff. For the year (fiscal, starting 
Dec. 1) through May our cost per 
patient day had been $10.30 and we 
had an operating profit of $3,016.31. 
June was not an average month as 
many extra costs have been charged 
to operating expense and the census 
was abnormally low. 
A New England reader 


How’s Business 
especially valuable 

To the Editor: I am delighted with 
the many improvements you have 
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been making in HosprraL MANAGE- 
MENT. The magazine is becoming 
more and more significant. 

The How’s Business section is es- 
pecially valuable [see pages 8, 10 and 
12] and I will be happy to answer the 
questionnaire after we open our new 
hospital some time after Jan. 1, 1951. 
You received our subscription order 
recently .... 

Omer B. Maphis, 

Administrator. 
Greene Memorial Hospital, 
Xenia, Ohio. 


Editor’s note: HosprraL MANAGE- 
MENT has been getting many heart 
warming letters like the above tell- 
ing us how useful the magazine is, 
especially the new How’s Business 
Department. Many hospitals are get- 
ting group subscriptions at the special 
rate so that not only department heads 
but key members of the governing 
board may benefit by such innova- 
tions as the detailed departmental cost 
figures printed each month on page 
10 under the authoritative direction of 
the American Association of Hospital 
Accountants. 


Receiving HM 
called a ‘privilege’ 

To the Editor: .. . I find your 
articles on accounting and record 
keeping invaluable. So, I would ap- 
preciate the privilege of still receiving 
this splendid, informative magazine. 
I was especially interested in the 
articles on controlling late charges 
and a uniform system of accounting. 

Katherine M. Wright. 
Bookkeeper, Office Manager, 
Pittsburgh, Pennsylvania. 


Article helps solve 
serious problem 


To the Editor: Please send me six 
(6) copies of “The Problem of In- 
clusive Rates,” by W. K. Hargreaves, 
printed in the May issue of HosP1TaL 
MANAGEMENT. 

I find this article so comprehensive 
and clear that it will help us solve a 
serious problem of this nature cur- 
rently under discussion in our state 
association. . . 

Sister Brendan, 

Administrator. 
St. Patrick Hospital, 
Missoula, Montana. 





Correction and 
appreciation 


To the Editor: In reference to your 
C.H.A. story on page 33 of the July 
1950 issue of HospiraL MANAGE- 
MENT, may I correct a misunderstand- 
ing? 

As far as I know, California, Johns 
Hopkins and Yale do not require an 
M. D. degree as an entrance prerequi- 
site. I was quoting a Graham Davis 
report stating that California, Hop- 


kins and Yale students must either 
have an M. D. degree or must have 
had three years of experience in the 
health or some allied field. 

Your coverage of the C.H.A. con- 
vention was most generous and one 
which we all appreciate very much. 

Victor E. Costanzo, 
Associate Director. 
Department of Hospital Administra- 
tion, 
Saint Louis University, 
Saint Louis, Missouri. 














SEPT. 18-21 


A.H.A. CONVENTION 
BOOTH 1053 





ATLANTIC CITY 








Utica, N. Y. 





ADDS VITALLY IMPORTANT POSITIONS! 


HEAD AND/OR FOOT SECTIONS DEPRESS BELOW HORIZONTAL 


TRENDELENBURG POSITION—{also REVERSE TRENDELEN- 
BURG) easily attained by one nurse . 
lifting mechanism or shock blocks. 


HYPEREXTENSION POSITION—eliminates additional equip- 
ment in reduction of compression fracture of lumbar vertebrae. 
Also used for electric shock treatment. 


Write for Catalog 149 illustrating complete hospital line 


FOSTER BROS. MFG. co. St. Louis, Mo. 


Contract Office—One Park Avenue, New York 16, N. Y. 








. . . without need for 
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“To Talk of Many Things” 














By S. A. RUSKJER 
Deputy Director of Health 
in Charge of Hospitals 
for Louisville and Jefferson Co. 


an 
Administrator, Waverly Hills Sanatorium 
Waverly Hills, Kentucky 


How hospitals can improve their 
service by working together 


HE solution to the problem of 

the small hospital is supplied by 

the regional hospital council as it 

leads its member hospitals to ac- 

complish in teamwork what any one 

hospital can never hope to accomplish 
alone. 

To illustrate: two or three hospitals 
can jointly employ the services of an 
accredited pathologist who can divide 
his time among such hospitals, giving, 
perhaps, one or two specified days of 
each week to each hospital, as the 
case may be. 

If hospital No. 1 knows it will have 
the services of the pathologist on each 
Monday and Thursday, it can easily 
provide quite complete pathological 
services for its staff and patients by 
providing the necessary equipment, 
such as, microscope, microtome with 
freezing unit, staining equipment, etc. 
This equipment does not represent a 
large investment; it can be located in 
close proximity to the surgical depart- 
ment. 

The hospital staff can then schedule 
its suspicious cases for surgery on the 
days the pathologist will be present. 
Such cases are usually elective and not 
emergency cases and can as well be 
thus scheduled. Such an arrangement 
means that when the patient has been 
anesthetized and a specimen has been 
removed, it has the immediate atten- 
tion of the pathologist and the find- 
ings of the biopsy are relayed to the 
surgeon with a lapse of only from three 
to five minutes. Then the surgeon can 
decide intelligently whether to do a 
superficial or radical operation. 

Such an arrangement means that 





Excerpts from a paper on “Local hospital 
council’s contribution in integrating hospital 
services and community planning in im- 
proved care of the sick” presented before 
the general assembly of the Tri-State Hospi- 
tal Assembly at the Palmer House, Chicago, 
May 1, 1950. 


the patient is taken to the operating 
room only once and anesthetized only 
once, whereas in the old days the pa- 
tient usually spent several very 
anxious days between the taking of 
the specimen and the report of the 
pathologist from a distant laboratory. 
Thus the patient in the small hospital 
has the advantage of the safest and 
best procedures in common with the 
patient in the large hospital. 

Inasmuch as the staff knows when 
the pathologist will be present each 
week, it can schedule its staff meet- 
ings so as to have the pathologist 
present to take part in case study at 
such meetings. Specimens coming 
from surgery during the absence of the 
pathologist can be held for his exam- 
ination and report at his next regular 
visit. 

I have referred to the circuit riding 
pathologist simply to illustrate. what 
can be done to supply the small hos- 
pital with the services of trained and 
experienced supervision, which could 
not be employed by the independent, 
individual hospital, operating inde- 
pendently of other hospitals in the 
community or section of the state. 

The same plan can be used by a 
group of small hospitals in providing 
a high type of service in many other 
departments of the hospital. To fur- 
ther illustrate: small hospitals may 
not be able to employ a full-time, 
registered medical records librarian. 
In fact, there are not enough registered 
records librarians to place one on a 
full-time basis in each hospital. In 
some states, a plan is now in operation 
whereby a registered records librarian 
serves a group of about five hospitals 
on the circuit riding plan. In such a 
plan, the circuit riding records li- 
brarian is in charge of the records in 
each hospital, having understudies 
carry on the routine work under her 


supervision, thus bringing to each 
hospital the leadership of a qualified 
librarian with greatly improved rec- 
ords as a result. 

The hospital council can do much 
to strengthen administrative work in 
each member hospital. Where team 
work is done, much can be saved 
through central purchasing of both 
supplies and equipment. Uniform 
plans can be adopted by the member 
hospitals covering such items as forms 
to be used in submitting reports to in- 
surance companies, regulating visiting 
hours, bringing about more uniform 
admitting and discharge procedures, 
bringing about more uniform charges 
for various services, working out more 
nearly standard plans by which local 
governments defray hospitalization 
costs for indigent patients, etc. ‘ 

Hospitals cooperating under the 
leadership of the hospital council very 
frequently are in position to assist each 
other by loaning and borrowing items 
of supply that they may be short of 
temporarily. There can also be an ex- 
change use of rarely needed equip- 
ment for the better treatment of the 
patient as the need may arise. 

Many small hospitals employ ad- 
ministrators who have had neither 
special training nor experience to serve 
in that capacity. The work in such 
hospitals can be greatly strengthened 
by having a qualified administrator 
serve as a circuit riding consultant-in 
hospital administration and _ thus 
gradually build up a stronger and 
more efficient administrative program 
in the group of hospitals he serves. 

These illustrations are given simply 
to suggest the unlimited possibilities 
for strengthening the work of hospi- 
tals that are willing to do teamwork 
on a cooperative basis, bringing far 
superior hospital care to their pa- 
tients. 
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Product of : Kiker Keweavch 
A potent alkaloidal fraction of Veratrum viride—biologically 
standardized for hypotensive activity in mammals—a new active 
principle not heretofore available, for the treatment of hypertension. 


BIOLOGICALLY STANDARDIZED IN 
MAMMALS. Veriloid is carefully standard- 
ized in dogs; drop in blood pressure is used as 
the end point. In consequence, its hypo- 
tensive activity does not vary from tablet to 
tablet, from bottle to bottle, or from batch 
to batch. It is the first preparation of its 
kind available for clinical use. 


PROMPT CLINICAL RESPONSE. The 
effect of Veriloid on the blood pressure is 
apparent within an hour or two after admin- 
istration. While individualization of dosage 
is essential for maximum benefit, in the 
majority of patients the average dose of 2.0 
mg. to 5.0 mg. three or four times daily after 
meals and at bedtime leads to a significant, 


*Trade Mark Riker Laboratories, Inc. 








sdoip- 


sustained drop in arterial tension with con- 
comitant subjective improvement. 


PROLONGED THERAPY POSSIBLE. 
In most patients, treatment with Veriloid may 
be continued as long as necessary. Unlike 
many other hypotensive agents, Veriloid usu- 
ally may be given without decrease in thera- 
peutic effect, since drug tolerance is not likely 
to develop. Frequently, reduction in dos- 
age is possible as the circulatory system 
improves from the lowered arterial tension. 


Veriloid is available on prescription through 
all pharmacies in slow dissolving tablets con- 
taining 1.0 mg., in bottles of 100 and 200. 


RIKER LABORATORIES, INC., 8480 BEVERLY BLVD., LOS ANGELES 
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Doctor MacEachern’s Mailbag 






Send your questions for this page 
to Editorial Department, Hospital Man- 
agement, 200 E. Illinois St., Chicago II. 


Any Questions? 











A selection of letters of inquiry to Dr. Malcom T. MacEachern, director, 
Hospital Activities, American College of Surgeons, and professor and director 
of hospital administration, Northwestern University, regarding various phases 
of hospital management and his replies, are presented here each month for the 
benefit of hospitals everywhere. The information contained in these answers is 
based on 25 years’ experience in directing hospital standardization in the 
United States and Canada. Identification of hospitals will be avoided. 


Problem: A field. representative of 
the American College of Surgeons 
states: 

I visited a hospital on my recent 
trip where the funds for building the 
hospital had been raised largely by 
one man; subsequently, he and the 
architect did most of the planning 
of the hospital, prior to the time an 
administrator was hired. Although 
the medical staff made some sugges- 
tions, they were largely disregarded. 

The hospital then had a series of 
administrators, but none of them 
stayed in the position. Throughout 
this time, the board of trustees con- 
tinued to be dominated by one indi- 
vidual and the administrators were 
made to feel that they were responsi- 
ble almost entirely to him. 

Economy was the keynote of op- 
eration; many of the department 
heads resigned, were fired, or were 
ready to resign. Nursing and food 
service were inadequate. The medical 
staff as a group felt that the patients 
were getting very inferior care. The 
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final result was a serious “blow-up” 
and the dominant board member re- 
signed and with him the administrator 
who had followed his policies so care- 
fully. . 

The hospital has operated since 
then without an administrator and is 
said to be providing the best service 
to patients since it opened. The resig- 
nation of the dominant board mem- 
ber has resulted in better care of pa- 
tients and harmony between board 
and medical staff, but the loss of his 
financial support is a serious one. 
Would it be possible, after a cooling- 
off period, to have the board re-elect 
this board member in order to have 
the hospital benefit by his financial 
support as well as his very genuine, if 
over-enthusiastic, interest in the hos- 
pital? 

Answer: My answer would be that 
he could become a member of the 
board again, if, in the meantime, the 
other board members came to a reali- 
zation of their responsibilities and 
could avoid a repetition of the one- 


man domination. That was the funda- 
mental cause of all the trouble—per- 
mitting one individual to “boss” the 
planning, construction, fund-raising, 
and the hiring of the administrator 
and department heads. 

Though no doubt this man was 
well intentioned and really did an un- 
usually fine service, it is not a healthy 
situation to allow to develop. Also 
may I say that the trustee in question 
through over-enthusiasm, pride, or 
for some reason, did disrupt things 
too much. Services rendered should 
be done with all humility and with 
no desire of publicity, grand ap- 
plause, or any reward. The more 
humble the person is under such con- 
ditions the more valuable and appre- 
ciated will be his works. 


Problem: Is it advisable to change 
chiefs or heads of clinical departments 
or services frequently, every six 
months for instance, particularly when 
the service is very limited? 

Answer: It is not a good policy to 
change chiefs or heads of services too 
frequently. Continuous service for a 
minimum of one year, but preferably 
for two or three years, gives better 
continuity, tending to greater ef- 
ficiency and better teaching of interns 
and residents. Generally speaking, 





Our Address Is Changed 


Hospital Management's address is 
now: 
Hospital Management 
200 E. Illinois St. 
Chicago II, Ill. 
It formerly was 100 E. Ohio St. 











such appointments tend toward longer 
periods rather than too frequent 
changes. Sometimes two services may 
run concurrently in the same specialty 
or area, but only one of the chiefs 
can be the ranking head of the clini- 
cal department as a whole. 
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.-» When the A-bomb falls 


By MARCUS D. KOGEL, M.D. 


Commissioner, Department of Hospitals 


New York City 


HIS is a brief report on what is 

being done by the Department 
of Hospitals and what our thinking 
is in regard to the development of a 
reasonable and workable medical 
plan as part of the civilian defense of 
the city of New York. I appointed a 
committee recently to develop a blue- 
print of what is needed in this city to 
the end that we may be assured of in- 
telligent first aid at the moment of 
rescue, good professional emergency 
care immediately following rescue, and 
follow-up care that would insure re- 
sults in keeping with our latest ad- 
vances in medicine, surgery and re- 
habilitation techniques. 

The committee is of necessity a 
small one and is composed of repre- 
sentatives of the Department of Hos- 
pitals, the Greater New York Hos- 
pital Association and the American 
Red Cross only. Its first report, how- 
ever, will recommend the size and 
composition of a permanent -working 
committee because it should be quite 
obvious that the Hospital Council, 
the county Medical Societies and 
similar organizations should be rep- 
resented as well as representatives of 
other agencies such as Health, Public 
Works, Public Welfare, etc. 

The mounting tension in our popu- 
lation makes it imperative that we 
have a workable plan evolved as 
quickly as possible so that we can get 
rolling and do something constructive 
towards its implementation. 
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An authority presents vital information 


Actually, the form of the emer- 
gency medical service for civilian de- 
fense is beginning to crystallize in 
our minds and we are beginning to see 
quite clearly what has to be done and 
what we each have to do in order to 
make it a success. Also fairly clear is 
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what can be done by each of us im- 
mediately even before the Federal 
government decides definitely what 
part it is to play and what part the 
states and municipalities are to play. 

When and if a shooting war de- 
velops, New York City is quite likely 
to be the prime target for a sneak at- 
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and specific suggestions for countering 
the greatest menace in world history 


tack which will probably initiate the 
hostilities. With existing weapons it is 
possible to deliver a paralyzing blow 
to the city which would produce in 
one minute a minimum of 100,000 
people so seriously injured as to re- 
quire immediate professional atten- 
tion and extended periods of hospital- 
ization requiring the most skilled 
type of care. 

To highlight the background 
against which assistance to casualties 
will have to be rendered and the dif- 
ficulties that we must be prepared to 
face, I will quote a few excerpts from 
the U. S. Strategic Bombing Survey 
on the Effects of Atomic Bombs on 
Hiroshima and Nagasaki. The de- 
scription is of Hiroshima—“At about 
0815 there was a blinding flash. Some 
described it as brighter than the sun, 
others likened it to a magnesium 
flash. Following the flash there was 
a blast of heat and wind. The large 
majority of people within 3,000 feet 
of ground zero were killed immediate- 
ly. Within a radius of about 7,000 
feet almost every Japanese house col- 
lapsed. Beyond this range and up to 
15,000 to 20,000 feet many of them 
collapsed and others received serious 
structural damage. Persons in the 
open were burned on exposed sur- 
faces, and within 3,000-5,000 feet 
many were burned to death while 
others received severe burns through 
their clothes. In many instances cloth- 
ing burst into spontaneous flame and 
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had to be beaten out. Thousands of 
people were pinned beneath collapsed 
buildings or injured by flying de- 
bris. ... Of more than 200 doctors in 
Hiroshima before the attack over 90 
per cent were casualties....Out of 
1,780 nurses, 1,654 were killed or in- 
jured.... only 3 out of 45. civilian 
hospitals could be used, and two large 
army hospitals were rendered un- 
usable. Those within 3,000 feet of 
ground zero were totally destroyed, 
and the mortality rate of the occu- 
pants was practically 100 per cent. 
Two large hospitals of reinforced con- 
crete construction were located 4,900 
feet from ground zero. The basic 
structures remained erect but there 
was such severe interior damage that 
neither was able to resume operation 
as a hospital for some time and the 
casualty rate was approximately 90 
per cent, due primarily to flying plas- 
ter, flying glass and fire. . . .Firefight- 
ing and rescue units were equally 
stripped of men and equipment... . 
The Survey believes the dead at Hiro- 
shima to have been between 70,000 
and 80,000 with an equal number in- 
jured; at Nagasaki over 35,000 dead 
and somewhat more than that injured 
seems the most plausible estimate.” 

I quote this description not for the 
purpose of inciting fear but merely 
to set the stage so that we may un- 
derstand the problem. The concept 
of a saturation type raid with over- 
whelming numbers of casualties all 
occurring in a matter of minutes is 
difficult to grasp. No weapon except 
the atom bomb has such a tremen- 
dous capacity for producing casual- 
ties. In the United Kingdom, in spite 
of all the German bombing of unpro- 
tected cities for six years (from Sep- 
tember 3, 1939 to August 14, 1945), 
there were only 60,595 civilians killed 
and 86,182 wounded. The single 
Hiroshima bomb did much more 
damage than that. Yokohama, a city 
of 900,000 population, was 47 per 
cent destroyed by conventional bombs 
in a single attack lasting less than 
one hour. The fatalities suffered, 
however, were less than 5,000. 

In atom bomb attacks the principal 
cause of civilian death or injury is 
burns and we must keep this burn 
problem constantly in our minds in 
the planning. We must remember that 
the Cocoanut Grove disaster in Bos- 
ton produced only about 200 burns 
and the splendid medical facilities of 
the city of Boston were strained to 
the breaking point by this relatively 
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small number of cases. In an attack 
on New York City we should antici- 
pate a minimum of 35,000 to 40,000 
burn cases and we must be prepared 
with such expert treatment right from 
the beginning so that we will save the 
maximum number of patients and 
spare them the horrible deformities, 
keloids and contractures that the sur- 
vivors of Hiroshima and Nagasaki 
will carry to their graves. We must 
also be prepared to cope with the nu- 
clear radiations, which because they 
are invisible are particularly fright- 
ening. Part of the planning will be 
concerned with diminishing the ter- 
ror of the rescue teams who will have 
to operate in areas contaminated with 
radioactive materials. 

In developing the plan we must 
also keep in mind that a hydrogen or 
fusion bomb is a theoretical possibili- 
ty and that if it is made it will pro- 
duce at least 1,000 times the energy 
of the atom or fission bomb. Since 
the radius of destruction by blast from 
a bomb increases as the cube root of 
the bomb’s power—by the blast ef- 
fect alone, a single fusion bomb would 
cause almost complete destruction of 
buildings up to a radius of ten miles 
(at Hiroshima radius of severe de- 
struction was one mile). Since the 
radius of heat radiation increases as 
the square root of the bomb’s power, 
the hydrogen bomb would burn peo- 
ple to death and start serious fires 
over a radius of twenty miles or more. 
It is expected that the nuclear radia- 
tion casualties will develop over a 
much larger area in a fusion bomb 
than in an atom bomb explosion and 
that the problem of residual radia- 
tion will be very significant. In an 
air burst the atom bomb can produce 
fatal radiation effects on people who 
are unshielded for about 34 of a mile 
from ground zero. 

In spite of all this, not only is it 
possible to handle the situation up to 
a certain point, but we must deal 
with it! There is no question but that 
by proper organization and good 
leadership we will be able to save 
thousands of lives and prevent much 
crippling. How do we propose to ac- 
complish this? 

Obviously even if the 44,840 beds 
in voluntary, municipal and proprie- 
tary hospitals in New York City were 
all vacant and usable we still would- 
n’t have enough beds for the mini- 
mum number of casualties. The best 
that we can hope for is that approxi- 
mately % of the beds will not be de- 





stroyed, and these will surely be oc- 
cupied. In any event, we cannot count 
upon any of these beds as being avail- 
able for casualties, at least not in the 
initial phase of the attack. For these 
casualties we must develop a com- 
pletely new and mobile medical serv- 
ice which is capable of going into high 
gear at the moment of disaster, and 
is adequate to care for all the injured. 
Fortunately in the development of 
such a service the medical department 
of the Army has the experience, the 
physical structures, equipment and 
supplies, which we may be able to 
draw upon; all that we need is the 
trained manpower. 

What I have been trying to say is 
that we must use the philosophy of 
evacuation so well known to the medi- 
cal field services of our armed forces. 
Corresponding to the company aid 
men who follow the soldiers into bat- 
tle, we should have in a civilian dis- 
aster situation the rescue squads or 
teams. While the training of these 
teams is not a medical responsibility, 
there must be on each team personnel 
trained in first aid, and the training 
of this personnel is a medical respon- 
sibility. The first medical installa- 
tion where emergency treatment on a 
professional level is to be given is the 
casualty aid station. These stations 
should ring the scene of the disaster 
at intervals as close as a block or two. 
They correspond to the battalion aid 
stations of the Army. The casualty is 
brought to the aid station by stretcher 
teams operating from the casualty 
stations. All the injured funnel 
through the aid stations. 

In the military service the aid sta- 
tion is the beginning of the route of 
evacuation. To it the litter bearers 
bring all the wounded. Here they are 
sorted and a blotter is maintained. 
Only emergency treatment is given. 
Hemorrhage is arrested, splints prop- 
erly applied, shock and burn treat- 
ment initiated and the patient is made 
ready for further evacuation to the 
rear. The function of this station 
gives us a clue to its organization. 
There is always the receiving section 
where the examination, sorting and 
recording is done; the seriously 
wounded section, the lightly wounded 
section and the forwarding section. 
Additional sections are added as 
needed and may have to include a de- 
contamination section, a neuropsychi- 
atric section for the terrorized and for 
those who have given way to the 
shock of the disaster. 


HOSPITAL MANAGEMENT, August, 1950 











It is one of the functions of our 
committee to determine the number 
of casualty aid station teams that we 
should have available and it will be 
the duty of our hospitals and the 
American Red Cross, as I see it, to 
train the teams that will make up the 
personnel of the aid stations. 

We learned in the last war how 
very much the outcome of a severe 
injury depends on the early treat- 
ment and this is particularly true in 
the treatment of extensive burns. In 
burns, death may be due to shock, to 
liver necrosis or to infection. 

All these fatal processes have their 
beginnings in the first twenty hours. 
The management of the burn in the 
aid station may therefore determine 
the outcome of life or death. We must 
hen have available expertly trained 
shock and burn treatment teams 
working right at the casualty aid sta- 
tion. 

In the army field medical service 
the further evacuation of wounded 
individuals to the rear is by way of 
a collecting station. This acts as a 
sort of buffer against excessive loss 
of manpower. There seems to be no 
need of this type of installation in 
civilian disaster work and the casual- 
ty can be removed directly to a clear- 
ing station. This is actually a mobile 
hospital of several hundred beds. For 
our purposes we will undoubtedly 
have to use in the chain of evacuation 
not only clearing stations but also 
surgical and evacuation hospitals. 
One clearing station takes care of the 
injured of several casualty aid sta- 
tions. Patients requiring immediate 
surgery go directly to the surgical 
hospital which may be set up adjacent 
to the clearing station. 

Army surgical hospitals are inde- 
pendent self-supporting units, entire- 
ly mobile and designed from a mili- 
tary standpoint, to furnish as far for- 
ward as is practicable, facilities for 
major surgical procedures “and re- 
lieve clearing stations of non-trans- 
portable casualties. Evacuation hos- 
pitals also are completely independ- 
ent units with the facilities for defi- 
nitive type of work. The surgical hos- 
pitals are of approximately 500-bed 
capacity and the evacuation hospital, 
750 beds; both are capable of consid- 
erable expansion. There are many 
varieties of these hospitals for support 
of task forces with special missions. 

We could designate a certain num- 
ber of the surgical hospitals for the 


treatment of burn cases and for the 
treatment of fracture cases. Evacua- 
tion hospitals would be assigned for 
radiation casualties, the mentally dis- 
turbed and general medical and surgi- 
cal cases. From the mobile hospitals 
casualties requiring long term treat- 
ment will be ultimately evacuated to 
general hospitals in the city if there 
be any, or in neighboring cities or 
states. This evacuation can be done 
by air. 
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Immediate training urged 
for care of casualties 
in atomic attacks 


Large numbers of physicians or the 
public, or both, should be trained at 
once to care for atomic bomb casual- 
ties, Dr. Everett |. Evans of Richmond, 
Va. urged on July 29. 


"If any large American city suffers 
atomic bomb attack the number of 
burn casualties will tax all prepara- 
tions authorities are likely to be able 
to provide,’ Dr. Evans pointed out in 
an article in the Journal of the 
American Medical Association. 











The committee currently at work 
should be ready to tell us how many 
and what types of hospitals would 
serve our purpose best and what type 
and number of auxiliary teams should 
be organized. It will be the duty of 
existing hospitals to train the person- 
nel that will have to man these units. 
While the hospital may be charged 
with a good deal of the training re- 
sponsibility, the personnel making up 
the groups must come largely from 
among the people in the community. 

The question may properly be 
asked—where are we going to get the 
surgical hospitals, portable hospitals, 
evacuation hospitals and others that 
will be recommended as essential to 
the success of the emergency medical 
plan? We are familiar with the basic 
philosophy that there is to be no di- 
version of military means for civilian 
purposes during combat. I have no 
doubt, however, that this thinking 
will undergo a change, now that we 
are faced with mass casualties on an 
unprecedented scale. We must be as- 
sisted on a federal level, particularly 
as regards the use of mobile hospital 
equipment and the stockpiling of 
supplies. While we cannot expect 
trained military personnel to operate 
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these facilities the equipment should 
be taken out of mothballs by the 
armed forces and made available to 
us. Mobile hospital units are packaged 
and can be set up in a matter of hours 
and are ready to operate at once. 
Where it is not feasible to use the 
tentage, we can set up suitable schools 
and hotels as functioning hospitals 
from the wealth of material these 
units contain. 

In the matter of medical and surgi- 
cal supplies and food, we should have 
a stockpile to last us at least one week 
till a flow can be established from out- 
side the area of disaster. Packaged 
Army and Navy rations are the an- 
swer to the food problem at least for 
the first seven days. 

What can be done immediately by 
our hospitals while this overall plan- 
ning and preparation is going on? 

1. Each hospital should study its 
expansion possibilities because if it 
remains standing every available 
space will have to be used. Sufficient 
cots and bedding must be on hand. 
It is wise to maintain a surplus of 
such vital necessities as insulin, peni- 
cillin, plasma, ether and similar items. 


2. Hospitals will have to furnish 
the trained personnel nucleus for the 
mobile hospitals and they will also 
have to play an active part in train- 
ing shock teams, burn teams, surgical 
teams, stretcher bearer teams, and 
the personnel for the casualty aid 
station. This can be started immedi- 
ately. There are some excellent man- 
uals for the training of medical rescue 
workers put out by the Civilian Mo- 
bilization Office that can be used as 
guides. 


3. Hospitals should sponsor sym- 
posia on the treatment of burns and 
the treatment of shock. Special lec- 
tures should be held on the medical 
aspects of radiation injury. It is par- 
ticularly important for all physicians, 
whether they be internists, pediatri- 
cians, general practitioners or ob- 
stetricians to become thoroughly fa- 
miliar with the early treatment of 
severe burn and blast injuries. 


4. Where a hospital has an out-of- 
town facility, a plan should be on 
hand for the maximum possible ex- 
pansion of its facilities and it should 
be used for the stockpiling of essen- 
tial non-perishable supplies and 
equipment. A record should be kept 
of available storage capacity in all 
hospitals on the periphery of the city. 
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A new philosophy in 








Caring for the mentally ill 


A modern and humane viewpoint is voiced by 


a responsible, far-sighted public official 


who shows that false economy is ruinous 


by LUTHER W. YOUNGDAHL 


Governor of Minnesota 


HE day is quickly coming to an 
end when we could incarcerate 
the mentally ill in a barbaric “out-of- 
sight—out-of-mind” fashion; when 
we could plunge helpless human 
beings into asylum-oriented infernos 
whose programs are characterized by 
overcrowding, under-staffing, and pe- 
nurious appropriations; and for the 
patient and his relatives alike, stigma, 
derision, shame, and ridicule. 

Instead of the hopelessness of yes- 
terday’s mental institution and its 
multitude of patients needlessly de- 
teriorating beyond current hope of re- 
covery because of lack of personnel 
for treatment programs . . . instead of 
this, we are coming to the “house of 
hope”—the therapeutic center in 
which an enlightened society will pro- 
vide enlightened attitudes and en- 
lightened treatment for sick human 
beings. 

A prophetic document has been 
presented to this Conference. It is the 
report on the mental health programs 
of the forty-eight states prepared by 
the Council of State Governments. It 
was prepared by this agency at our 
unanimous request of a year ago—a 
request we made to furnish us guid- 
ance on steps we each can take in our 
own states. 

The data collected in the report— 
official data submitted by each one of 
our states—represent the conditions 
of more than a year ago. Despite this, 
and despite differences in reporting 
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techniques that make comparisons 
difficult, the report signifies that the 
long-standing neglect of the mentally 
ill is nation-wide. Neither North nor 
South, East nor West, Republican nor 
Democratic state administration has 
a monopoly on this neglect—or ex- 
clusive rights in correcting it. 

There is little comfort to be found 
in the statistical tables. The differ- 
ences are relative; the difference be- 
tween the states on top and the states 
on the bottom is too insignificant to 
provide comfort either for the pa- 
tients or for us. No state meets mini- 
mum standards prescribed by stand- 
ard-setting bodies such as the Ameri- 
can Psychiatric Association. - 

Behind the statistical tables is a 
background of human misery—per- 
haps not as bad as during the war 
years—but still deplorable enough. . . 
and viciously so... to shock the con- 
science of the nation in supporting 
corrective measures that must be 
taken. 

For the patients this misery is made 
up of sub-standard food, shortages 
of personnel, overcrowding so severe 
that patients often sleep on the floor 
or in beds so close together that each 
touches the next, and a lack of treat- 
ment and activation programs that 
force many to vegetate needlessly in 
the institution until they are cruelly 
forgotten and destined to spend the 
rest of their lives behind bolted win- 
dows and locked doors. 

For the patients the present system 
means straight-jackets, herding, un- 
thinking attitudes, the regimentation 
of so-called hospital life, and the de- 
nial of optimum opportunities for re- 
covery. 


For the discharged patients, the 
lack of follow-up and public educa- 
tional services spells the lack of social 
acceptance and the increased possibil- 
ity of being returned, their brief re- 
turn to community life marred by 
stigma and the ridicule of terms such 
as “nuts,” “crazy,” “balmy,” and 
every other vicious thing that un- 
thinking people will use to character- 
ize their sickness and their past resi- 
dence in a mental hospital. 

For the psychiatric worker this 
means strenuous work-loads, inade- 
quate pay, and lack of job incentive 
and inducements. 

For us this constitutes one of our 
most difficult administrative and 
fiscal problems. 

But if these conditions exist or have 
existed, the recommendations of the 
Council—re-inforced by the thinking 
of outstanding consultants in psychia- 
try and psychiatric administration— 
spell out a course to which we each 
can subscribe—and already have 
started to. 

I will not detail the sound and wise 
recommendations of the Council which 
have already been distributed. They 
spell out a basic change in approach 
that explains why we have done what 
we have in the past and why we will 
do what we must do in the future. 

We have tried to build the super- 
structure of modern psychiatry on the 
asylum base of the past. And the cus- 
todial non-therapeutic characteristics 
of so many state hospitals can be un- 
derstood only in terms of the asylum. 
The logic behind the asylum was (1) 
patients were incurable and destined 
for life-long institutionalization, neces- 
sitating the lowest possible expendi- 
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ture; (2) patients had neither feelings 
nor human attributes. 

Psychiatry, on the other hand, is a 
medical specialty that has arisen since 
most early asylums and hospitals were 
established. Its findings have upset 
these assumptions, and in upsetting 
them have also upset the justification 
for low asylum appropriations. 

Psychiatry states that mental pa- 
tients in many, many cases can be 
successfully treated and mental cases 
in many, many cases prevented. Even 
under present conditions many pa- 
tients are returned home. And plain 
decency and brotherhood, to say 
nothing of psychiatry, claim that men- 
tal patients do have feelings and are 
influenced for better or for worse by 
their surroundings. 

With this change in knowledge and 
attitudes, we no longer have the justi- 
fication for low expenditures. It no 
longer is a question of asking if we can 
afford what seem to be increased costs 
for personnel and treatment programs. 
Once we know that in the long run we 
can reduce hospital populations 
through active treatment, it is a ques- 
tion not of whether we can afford the 
bill; it is a question of whether we can 
afford not to pay the bill and not to en- 
gage in the programs recommended 
by the Council and its professional 
advisers. 

We have our choice of only two 
things: either we are going to spend 
for treatment to send patients home; 
or we are going to have to spend 
millions upon millions for expensive 
buildings to confine a needless per- 
centage of patients who otherwise 
might go home. 

Either we spend for treatment to 
reduce our hospital population and 
the amount of time each case spends 
in the hospital, or we are going to in- 
flict on future generations an enor- 
mous tax liability for the continuance 
of an ever vicious cycle of building 
an ever-increasing number of expen- 
sive buildings for an ever-increasing 
backlog of what in many instances 
would be curable patients. 

At the beginning this will not be 
cheap, but we cannot place material- 
istic values above human values. We 
must place people ahead of dollars. 
In the long run, the conservation of 
our human resources is the only true 
economy we have; and I speak here 
not only of programs in treatment, 
but of those in prevention, training, 
and research. 


HOSPITAL MANAGEMENT, August, 


Fortunately, many of the improve- 
ments recommended by the Council do 
not require much, if any, additional 
appropriation. I refer here to ad- 
ministrative procedures and certain 
changes in hospital techniques, such 
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as the elimination of that carry-over 
from the Dark Ages, the strait-jacket 
and other forms of mechanical re- 
straint. 


Even with the recommendations of 
the Council, the millenium for the 
mentally ill will not come easily, and 
it won’t come overnight. Many long 
years are required to hoe the long 
row ahead and to recover from the 
deficiencies of the past century. 


In company with quite a few 
others here, I can speak from per- 
sonal experience of the need for such 
a program, the results from it, and 
the time-consuming factors that go 
into it. 

As a result of action by the last ses- 
sion of the Minnesota legislature, and 
by administrative action prior to and 
since then, our state is embarking on 
the first step of a program leading 
eventually to modern mental health 
services. 

The State of Minnesota committed 
itself by statute to the official policy 
of recognizing mental illness as a sick- 
ness. The legislature almost doubled 
appropriations over the past, and pro- 
vided for more personnel, a single 
standard of food for patients and em- 
ployes alike, the change in classifica- 
tion from attendants to psychiatric 
aides, training, research, clinics, and 
for a Commissioner of Mental Health, 
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who must be a doctor trained in both 
psychiatry and psychiatric administra- 
tion. 

The last—a Commissioner of Men- 
tal Health—is extremely important. 
These programs must be under medi- 
cal leadership and protected by civil 
service and administrative procedures 
from interference and politics. 

This is vitally important. We must 
recognize from the beginning that 
there is no such thing as a Republican 
patient or a Democratic patient or, 
for that matter, a Catholic patient, a 
Protestant patient, or a Jewish pa- 
tient. There is no such thing as a black 
patient or a white patient. There is 
only one type of patient—and that is 
a sick patient. 

There is no place in this program 
for politics. The moment politics en- 
ters the sick room, medicine goes out 
the nearest window. And the real vic- 
tim will be the patient. 

On July Ist we will have completed 
the first year of operation of this pro- 
gram. We cannot report that our hos- 
pitals in this short a period of time 
have become psychiatric paradises or 
that we are satisfied—in fact we'll 
never rest satisfied until the last pa- 
tient is either discharged, cured, or if 
that is not possible, receives the maxi- 
mum of comfort, sympathy, and care. 

There have been numerous im- 
provements. The difficulties that 
many said we would have in getting 
personnel have not been experienced. 
Through higher salaries, a work week 
reduced to 40 hours, and the dignity 
in his calling that the average ward 
employe now has, we either have filled 
or have waiting lists in most classi- 
fications. 

Although we acquired and are in 
the processes of acquiring more doc- 
tors, the universal shortage of trained 
psychiatrists works against us, as it 
will you, too. But the long-range an- 
swer to this—and it is not something 
demonstrable for some time—is to 
train doctors in our own hospitals, and 
to conduct research into the causes 
and more effective methods of treat- 
ing emotional and mental disorders. 
However, we have compensated for 
the present shortage to no small ex- 
tent by enlisting the part-time serv- 
ices of private practitioners and the 
facilities of our two medical centers, 
the Mayo Clinic and the University of 
Minnesota. 

There is one very gratifying thing 
that we have experienced. That is the 
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virtual elimination of strait-jackets 
and other forms of mechanical re- 
straints. At the beginning of the men- 
tal health drive in Minnesota, we had 
1) to 1,000 patients in these barbaric 
devices. Practically all have been re- 
moved. The few left—less than you 
can count on one hand—are for 
temporary surgical or operative pur- 
poses. 

I review these steps—as I can re- 
view many others—to testify per- 
sonally to the recommendations of 
the Council’s report and to the ef- 
fectiveness of such recommendations 
as we already have instituted. 

The results to date of our program 
bear out every justification for these 
recommendations. There is no room 
for us to say that they cannot be put 
into effect or to throw up our hands 
because of universal shortages in cer- 
tain professional classifications. 

Most recommendations can be put 
into effect, even if they do represent 
great effort: restraint elimination, im- 
proved food, better clothing, reduced 
work week, higher salaries, training, 
research, out-patient clinics, adminis- 
trative changes, change in statutes 
pertaining to terminology, etc. 

While we have not in one short year 
eliminated all deficiencies, we have 
made improvements all along the line, 
improvements that critics originally 
said could not be made, and there are 
improvements in the patients that you 
can see with the naked eye. When 
the new building program is com- 
pleted these will be even more evi- 
dent. 

For us as Governors this report fur- 
nishes a common ground for coopera- 
tion and action. Never before has any 
group had the opportunity to assume 
leadership in a human resources pro- 
gram of such magnitude. 


I am confident that the report will 
be taken back, studied carefully, and 
incorporated to the fullest extent pos- 
sible in our next legislative messages. 

Much more than the welfare of our 
patients is involved in this. The care 
of these voiceless and lobby-less pa- 
tients is our moral answer to totalitari- 
anism—to the totalitarianism that 
holds the individual, particularly the 
weak individual, meaningless. 

It is our democratic affirmation of 
the dignity and rights of man. It is the 
most accurate barometer I know of 
our real concept of human values. It 
is a challenge that totalitarianism can- 
not meet. 
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Half of hospitalized chronics 
can be rehabilitated, is claim 


T least half the patients now fill- 
A ing hospital beds because of the 
disabling aftermaths of chronic 
diseases could be rehabilitated and 
discharged, able to care for their per- 
sonal needs, and in many cases to 
earn some sort of living, it was an- 
nounced July 25 at Goldwater Me- 
morial Hospital, New York City. The 
figures were revealed by hospital and 
medical authorities upon completion 
of the first year of operation of a proj- 
ect described as the first mass at- 
tempt to rehabilitate patients in a 
hospital devoted exclusively to 
chronic diseases. 

The announcement of these find- 
ings concerning the effectiveness of 
modern medical and rehabilitation 
techniques when used in connection 
with persons disabled by chronic 
diseases, and their significance in 
view of the aging population of the 
country, was released jointly by Dr. 
Marcus D. Kogel, New York City 
commissioner of hospitals, and Dr. 


Howard A. Rusk, professor and . 


chairman of the Department of Phys- 
ical Medicine and Rehabilitation, 
New York University-Bellevue Medi- 
cal Center. 

The data upon which the announce- 
ment was based were compiled at 
Goldwater Memorial Hospital, a 
municipal hospital on Welfare Island 
in the East River, devoted solely to 
the care of persons with chronic 
diseases. The hospital’s Department 
of Physical Medicine and Rehabilita- 
tion is staffed by faculty physicians 
of New York University College of 
Medicine. 

These findings, Dr. Kogel pointed 
out, emphasize the importance of a 
rehabilitation service in a hospital 
planning program. “In the depart- 
ment’s plans for current and future 
hospital construction, the Rehabilita- 
tion Service will form a very im- 
portant unit,” Dr. Kogel said. “Each 
hospital, whether for general care or 
for a special service such as tubercu- 
losis or long-term illness, or for cus- 
todial care only, will have associated 
with it a large and active rehabilita- 
tion unit. This unit will serve not only 
the inpatients, but also clinic patients 
and those on Home Care. 

“The ultimate in any form of ther- 


apy, especially in conditions which 
leave some form of defect, physical 
or emotional, is to restore the indi- 
vidual to the greatest possible physi- 
cal, social and economic usefulness,”’ 
Dr. Kogel said. “In the general hos- 
pitals such attempts will be made 
early—during a period of dynamic 
convalescence in order to prevent the 
development of a chronic condition. 
If the treatment is to be continued 
over a long period of time the patient 
will receive his rehabilitative care in 
a specialized institution, such as 
Goldwater Memorial Hospital. 

“Rehabilitation of the handicapped 
is a paying medical investment. It 
raises the individual’s morale, gen- 
erates a feeling of independence, re- 
stores him to some form of economic 
usefulness and in general provides a 
new incentive for life. The cost of the 
service to the taxpayer is more than 
repaid by earlier discharge from the 
hospital and the reduction in cost of 
hospital care for the individual pa- 
tient, increased industrial productivi- 
ty, removal from relief rolls and un- 
employment insurance, and the in- 
tangible benefits which flow from the 
addition of a useful citizen to the 
community,” Dr. Kogel stated. 

Speaking of the over-all medical 
significance of the project’s findings, 
Dr. Rusk said, “The program at 
Goldwater Memorial Hospital has 
demonstrated that rehabilitation 
training, with its related physical 
therapy techniques, is one of the most 
valuable tools available for successful 
management of the country’s chron- 
ically ill and aged. The employment 
and development of these techniques 
are badly needed by the medical pro- 
fession for we are experiencing in the 
United States a growing epidemic of 
chronic diseases, and it can be ex- 
pected that this country’s aging popu- 
lation will increasingly suffer from 
physical and mental disabilities. 

“In 1900, only one person in 25 
was 65 years of age or older,” Dr. 
Rusk said, “but in 1980 the ratio will 
be one in ten.” He said that 30 years 
from now our need for medical service 
will have expanded in a similar ratio 
and we will need double the amount 
of medical service that is available 
today. 
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Sponsorship of the Hospital Standardization Program 
may be relinquished by American College of Surgeons 


HERE is a possibility that the 
board of regents of the Ameri- 
can College of Surgeons may re- 
linquish its sponsorship of the 
hospital standardization program 
which, under the able 
guidance of Malcolm T. 
MacEachern, M. D., 
has been the major fac- 
tor in the improvement 
of hospitals and hospi- 
tal service since 1923. 
The board has yet to 
act on the matter, how- 
ever, and until it does 
its status will remain as 
before. Speculation as to 
what might become of 
the program in case the 
ACS should decide to 
relinquish it has includ- 
ed the possibility that 
the American Hospital 
Association might set up 
a separate commission 
to finance and operate 
it. The association is in 
an excellent position to 
undertake the activity 
and is the logical organ- 
ization to conduct it. Multiple control 
by several organizations would be un- 
wieldy and unworkable. 

To achieve what the hospital stand- 
ardization program has achieved has 
required not only large requisitions 
of money but also generous contribu- 
tions of the best brains in the field, 
an energetic direction and a policy ab- 
solutely without bias. 

In the years since the work was put 
into effect in 1918 the College prob- 
ably has spent in the neighborhood 
of two millions of dollars. That is a 
crude way to measure the infinite 
benefits which the program has 
brought to, let us say, more than 
300,000,000 patients. 

Little wonder, then, that Dr. Mac- 
Eachern, at the recent international 
institute of hospital administrators 
at Rio de Janeiro, was publicly ac- 
claimed as the internationally known 
authority on hospitals, medicine and 
education whose work in saving lives 
and bettering lives has placed him on 
a par with the great Pasteur. 

No matter under what sponsorship 
the program might be, Dr. MacEach- 
ern emphasized that its important ob- 
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jective is to raise medical and hospital 
service to such a high level that only 
the best will be available to every 
man, woman and child, regardless of 
their race, color or creed. 





Malcolm T. MacEachern, M.D. 


Giant strides have been made un- 
der “a veritable charter for hospi- 
tals,” better known as minimum 
standards. They are: 

I 

HAT physicians and surgeons 

privileged to practice in the hos- 
pital be organized as a definite medi- 
cal staff. Such organization has 
nothing to do with the question as 
to whether the hospital is “open” or 
“closed,” nor need it affect the vari- 
ous existing types of medical staff 
organization. The word staff is here 
defined as the group of doctors who 
practice in the hospital inclusive of 
all groups such as the active medical 
staff, the associate medical staff, and 
the courtesy medical staff. 

II 

HAT membership upon the medi- 

cal staff be restricted to physi- 
cians and surgeons who are (a) grad- 
uates of medicine of approved medical 
schools, with the degree of Doctor of 
Medicine, in good standing, and legal- 
ly licensed to practice in their respec- 
tive states or provinces; (b) compe- 
tent in their respective fields; and (c) 
worthy in character and in matters of 
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professional ethics; and in this latter 
connection the practice of the divi- 
sion of fees, under any guise whatso- 
ever, be prohibited. 

iil 


HAT the medical 

staff initiate and, 
with the approval of the 
governing board of the 
hospital, adopt rules, 
regulations, and policies 
governing the profes- 
sional work of the hos- 
pital; that these rules, 
regulations, and policies 
specially provide (a) 
that medical staff meet- 
ings be held at least once 
each month; (b) that 
the medical staff review 
and analyze at regular 
intervals their clinical 
experience in the vari- 
ous departments of the 
hospital, such as medi- 
cine, surgery, obstetrics, 
and the other special- 
ties; the medical rec- 
ords of patients, free 
and pay, to be the basis 
for such review and analysis. 

IV 

HAT accurate and complete 

medical records be written for 
all patients and filed in an accessible 
manner in the hospital, a complete 
medical record being one which in- 
cludes identification data; complaint; 
personal and family history; history 
of present illness; physical examina- 
tion; special examinations, such as 
consultations, clinical laboratory, x- 
ray and other examinations; provi- 
sional or working diagnosis; medical 
or surgical treatment; gross and mi- 
croscopical pathological findings; 
progress notes; final diagnosis; con- 
dition on discharge; follow-up and, 
in case of death, autopsy findings. 


HAT diagnostic and therapeutic 

facilities under competent medi- 
cal supervision be available for the 
study, diagnosis, and treatment of 
patients, these to include at least (a) 
a Clinical laboratory providing chemi- 
cal, bacteriological, serological and 
pathological services; (b) an x-ray 
department providing radiographic 
and fluoroscopic services. 
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CHARLES J. GREENE 
Provident Hospital, Chicago 


N contrast to an apprenticeship, 

the administrative residency train- 
ing program is one in which the indi- 
vidual is given work assignments, con- 
sistent with his training and experi- 
ence, without regularly defined duties 
or responsibilities. 

These assignments may be the out- 
line of a well-thought-out program of 
instruction, or. they may represent 
problems which arise in the normal 
operation of the hospital. Each 
method has numerous advantages. 

When work assignments follow a 
definitely established special routine 
it is necessary to supplement the train- 
ing with specific objectives which give 
insight into the organizational struc- 
ture of the hospital, personnel rela- 
tions and the social relations inherent 
in the work situation. The comple- 
tion of the assignment should be fol- 
lowed by a written report enumerat- 
ing the findings of the resident in re- 
lation to the objectives. 

On the other hand, assignments 
which evolve from normal hospital 
practice offer the greatest incentive to 
the resident because they measure 
directly his training, experience, back- 
ground and personal interests. Here 
the emphasis is on workable solutions 
and although many of the assignments 
will be routine, a few of them will call 
for every ounce of his capacity and 
ability, while a few will be distaste- 
ful but necessary. In any event this 
type of assignment will hold a con- 
tinuing interest in the job and the 
general field of administration. 
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New M.H.A.’s on 


My residency has included both 
methods. During my get-acquainted 
period, duties were assigned from an 
outline and specific objectives added 
from time to time; however, once I 
became familiar with the work situa- 
tion, assignments were problems that 
I chose for myself—solutions which 
I felt would benefit the hospital as 
well as myself. In this manner I have 
been able to supplement the academic 
courses with practical experience that 
I feel has enriched my training. 


R. EDWIN HAWKINS, JR. 

Baylor Hospital, Dallas, Tex. 

HE administrative residency has 

been one of the most valuable 
phases of my training in hospital ad- 
ministration. 

The first part of my residency con- 
sisted of a rotation through all the 
various departments of the hospital. 
At the end of the period of training in 
each department, a report on the or- 
ganization and operation was written, 
submitted to the administrator, and 
discussed with him. This practical 
training has proved to be a valuable 
supplement to my academic work. 

The second part of the residency 
at Baylor Hospital consisted of four 
months in the administrator’s office. 
During this period I was able to ob- 
serve and actually participate in top- 
level administration. From this train- 
ing I gained a much better idea of 
how administrative problems are han- 
dled. The administrator took consid- 
erable time explaining how and why 
he had reached certain decisions. Such 
experience will give valuable back- 
ground when I am in an administra- 


Administrative 


1 


FEATURE 


tive position and have to make my 
own decisions. 

Throughout the year I had the op- 
portunity of attending meetings of 
the governing board, medical board, 
medical staff, and the meetings of the 
various committees of each of these. 

By way of summary, my training 
as an administrative resident has 
given me a much better understand- 
ing of the detailed operation and or- 
ganization of each department of the 
hospital as well as experience in work- 
ing with the department heads and 
departmental personnel. This, with 
the training in top-level administra- 
tion, has certainly better qualified 
me to handle successfully a position in 
hospital administration. 


LAWRENCE L. SMITH 

St. Luke’s Hospital, Chicago 

N administrative residency in a 

large metropolitan hospital pre- 
sents a wealth of teaching material. 
The method of extracting this mate- 
rial to provide the maximum mutual 
benefits to the student and the hospi- 
tal is a concern of both parties in- 
volved. 

Experience has shown that it is 
most practical to maintain a flexible 
residency program geared to the in- 
dividual qualifications and back- 
ground of the resident. Flexibility of 
the program itself is more easily at- 
tained than a satisfactory adjustment 
of the resident to a fixed program. 

A rotating departmental schedule 
for the resident who is well trained in 
theory, has a good background of hos- 
pital experience and is a mature in- 
dividual, will not provide him the op- 
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Residencies 


This continuation of the exclusive — 
symposium begun in July, pro- 

; Follow 
vides further reasoned comment of Br 
on the administrative residency 


portunity to absorb the maximum 
benefits from the material available. 
It tends to misplace him from his 
relative position in the hospital field 
and presents the picture of a depart- 
mental employe far removed from 
the problems of management. The al- 
ternate program for the well qualified 
resident is to make him an administra- 
tive assistant to the preceptor, em- 
bracing the following functions: 


. To be assigned problems emanating 
from the director’s office, work them 
out with the department head con- 
cerned, and submit a solution to the 
director for approval. 

2. To attend department head, com- 
mittee, and board meetings. 

. To investigate patients’ complaints 
and employe grievances. 

4. To draft answers to letters and 
memoranda. 

. To do periodic hospital inspections, 
reporting needed improvements to 
the director. 

6. To assist in training the professional 
staff in administrative procedures. 

. To be kept informed. of current and 
long range hospital planning. (Take 
active part if possible). 

8. To review the finanéial statements 

of the hospital to determine their 

effect on administrative decisions 
made by the director. 
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For the resident who..Jacks practi- 
cal experience with hospital proce- 
dures the rotating program on a six 
months’ basis is an invaluable aid to 
his teaching. Participation in depart- 
mental procedures enlightens . him 
about the departmental problems con- 
fronted, but- does not give him the 
chance to analyze those problems in 
the light of their effect on the hospital 
as a unit. Therefore-it is advisable to 
promote him to the program outlined 
above for his final six months’ study. 
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In my opinion a successful resi- 
dency hinges on a positive answer to 
the following factors: 

1. The flexibility of the program to 
fit the qualifications of the resident. 

2. The attitude of the resident himself 
toward management and depart- 
mental employes. 

3. The precedent set by previous ad- 
ministrative residents. 

4. The ‘attitude of management toward 
the position level of the resident. 

5. A sincere desire on the part of the 
resident to learn while making sub- 
stantial service contributions to the 
hospital. 


JAMES H. MOSS 
Memorial Hospital, Fremont, O. 


HE results of the program: at 

Memorial Hospital, Defiance, 
Ohio (110 beds plus bassinets) indi- 
cate that the small hospital is a splen- 
did training ground for the person 
taking his first job as administrator 
of a small hospital. Jack A. L. Hahn, 
administrator, has demonstrated a 
keen facility for perceiving the indi- 
vidual needs’ of his administrative 
resident. 

The resident has an important place 
on the top. administrative level; al- 
though-he follows a program of rota- 
tion through departments, he serves 
continuously as the top aide in general 
administrative affairs. A close asso- 
ciation develops with the administra- 
tor which provides a coordinated per- 
spective on administrative problems. 

In this hospital the department 
heads have extended their cooperation 
in every possible way and have made 
an open book of the activities, meth- 
ods ‘and equipment of their depart- 
ments., 
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The administrative resident is an 
important representative of Memorial 
Hospital. He speaks at meetings, 
routinely handles news releases, at- 
tends the Welfare Council of San- 
dusky County, works directly with 
the many welfare agencies and attends 
all meetings of the Toledo Hospital 
Council in which he participates as 
an active committee member. Last 
year the resident attended the nation- 
al convention of the A. H. A. and the 
annual convention, workshops, and 
meetings of the Ohio Hospital Asso- 
ciation with all expenses paid. 

His association with the medical 
staff is a close one: when a project 
entails the cooperation of the medical 
staff, he works directly with the ap- 
propriate staff committee. The board 
of directors takes a personal interest 
in the resident and he attends their 
monthly meetings. This factor is ex- 
tremely helpful. . 

Because the resident’s position: in 
the hospital is a respected orie, ‘he 
deals with the employes much like an 
assistant administrator. He is’ thus 
able to develop working attitudes for 
such future relationships. 

In the small hospital, the resident 
learns new theories and methods, but 
more important, he learns how to ap- 
ply theories realistically and make 
them work; he has the opportunity 
of learning how to run a hospital, al- 
beit a small hospital, whereas the 
large hospital does a better job of 
teaching the resident how to be an 
assistant administrator. (“Do I hear 
some objections? All right, it is a 
debatable subject!’’) 
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Want to improve purchasing methods? 


Hospital executives offer suggestions 


N administrator and a purchas- 

ing agent make point by point 

replies to the five problems pro- 

pounded in the survey on hospital pur- 

chasing methods which begins on page 

34 of the July 1950 Hosprtat MAn- 
AGEMENT. 

In this second section on the sub- 
ject we profit from the experiences of 
O. N. Booth, administrator of Saint 
Francis Hospital, San Francisco, 
Calif., and L. J. Davis, purchasing 
agent for St. Vincent’s Hospital, In- 
dianapolis, Ind. Their replies to the 
five major problems indicated follow: 

1. Problem: General policies of the 
purchasing department. 

Mr. Booth says: “All salesmen 
must first contact the purchasing 
agent before seeing any of the other 
department heads. The purchasing 
agent will see any salesman during his 
regular buying hours. All basic sup- 
plies, such as linens, foods, paper 
product and x-ray film are purchased 
on bids. Any question concerning the 
quality of an item is taken up with 
the department concerned. All major 
equipment items also are purchased 
on a bid basis. All purchases except 
storeroom supplies are purchased 
only after a written requisition is 
signed by the administrator.” 

Mr. Davis says: “The general pol- 
icies of our purchasing department 
are to procure the best quality of ma- 
terials and supplies for the hospital 
at the lowest possible cost: to receive, 
store, disburse, maintain proper rec- 
ords and furnish a monthly inventory 
of materials and supplies to the ac- 
counting department; to control 
the amount of materials and sup- 
plies purchased and consumed; to 
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This is section two of a series 


packed with ideas for the buyer 


strive consistently for knowledge of 
new materials and supplies and proc- 
esses of manufacture. 

“To establish practical methods for 
the conduct of the purchasing office; 
to accord a prompt and courteous re- 
ception to all who call on a legitimate 
business mission; to strive to create 
good inter-departmental relations by 
consulting department heads concern- 
ing purchase of supplies and equip- 
ment for their respective depart- 
ments.” 

2. Records for purchasing. 

Mr. Booth says: “Every item car- 
ried in the storeroom is kept on a per- 
petual inventory card. This card has 
the jobber’s name, price paid and a 
complete description of the item. 
From this card we can tell at a glance 
the average price and the amount 
used for any given period. 

“All purchase orders are kept for 
five years in the purchasing office so 
that any item of equipment can be 
located as to the time it went into 
service and the price paid for it. 

“We feel that best control over 
costs can be made only after a very 
efficient record system is main- 
tained.” 

Mr. Davis says: “We maintain a 
simple perpetual inventory card which 
is divided into three basic parts, show- 
ing the amount in, out and and on 
hand, then a column showing when 
ordered, from whom and agreed price, 
and a third division to show the con- 
sumption by the month with a total 
usage for the year.” 

3. Principal sources of buying in- 
formation. 

Mr. Booth says: “The number one 
source is from the salesmen, jobbers 
and manufacturers. The secondary 


source would be magazines and peri- 
odicals. This information is relayed 
by the purchasing agent to the de- 
partment heads interested. If the 
salesman has something very techni- 
cal, the purchasing agent takes the 
salesman to the department head. 

“All catalogues are kept in the pur- 
chasing agent’s office on all items that 
might come up for future purchases. 
When need for an item is found in 
the hospital, the purchasing depart- 
ment is generally in a_ position to 
show a number of catalogues contain- 
ing the description, etc. of the prod- 
uct needed.” 

Mr. Davis says: “We maintain a 


. library of catalogs from all the princi- 


pal suppliers and try to stay abreast 
of market trends through trade jour- 
nals and information furnished by 
sales representatives.” 

4. Training recommended for pur- 
chasing executives. 

Mr. Booth says: “Working in the 
storeroom for an extended period 
would make a prospective purchasing 
agent familiar with the commodities 
used. He will also see how they are 
utilized and might be able to learn 
how better products might be substi- 
tuted at a savings to the hospital. 

“The basic study of economics 
proves a great help in watching mar- 
ket conditions. Courses on these can 
be taken through the purchasing 
agents’ associations and also through 
the institute on hospital purchasing 
sponsored by the A.H.A. 

“Probably the best method of learn- 
ing the job of purchasing would be to 
understudy a purchasing agent in his 
office. Here it is possible to listen to 
the sales presentations and hear the 
discussions.” 
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Mr. Davis says: “If possible a col- 
lege degree in business administration 
with a major in economics. The ideal 
background along with the college de- 
gree would be experience in the school 
of ‘hard knocks,’ such as work in store- 
rooms or surgical supply houses. In 
some cases advancing storeroom man- 
agers to purchasing positions is ad- 
visable. This, of course, would depend 
on the individual. Any purchasing ex- 
cutive must be honest and conduct 
his office in a straightforward man- 
ner.” 

5. What advice would you give an 
odministrator interested in more effi- 
cient purchasing procedures? 


Mr. Booth says: “A purchasing 
egent has to be a man who can be 
completely trustworthy. Without this 
qualification no satisfactory arrange- 
ment can be had. After such a man is 
obtained he should be bonded and 
given complete authority to do the 
entire job of purchasing. He can nev- 
er be subject to anyone other than 
the administrator himself and do a 
satisfactory job. The administrator 
must help the purchasing agent en- 
force the hospital’s purchasing pro- 
cedure. 

“The salesmen must first go 
through the purchasing department 
before being allowed to visit the de- 
partment heads. The purchasing 
agent should be first consulted when 
a purchase of any type of equipment 
is contemplated. This should help 
everyone concerned, for, in most in- 
stances, the purchasing agent has in- 
terviewed a salesman who sells the 
equipment that is needed so that he 
should have a fairly good idea of the 
various types of makes that are avail- 
able and the strong and weak points 
of each.” 

Mr. Davis says: “I would advise 
studying the entire situation, taking 
into consideration the storage space 
available, its size and location in re- 
spect to the center of the hospital. A 
study should be made in respect to 
proper requisitioning and perpetual 
inventory procedures. 

“Personnel should be selected with 
as much care as any professional em- 
ploye. There should be a definite plan 
and policy set out before starting the 
search for personnel to staff the de- 
partment. I would avoid all unneces- 
sary, complicated procedures and 
streamline all operations in order to 
do the job and yet not entail too 
much superfluous work.” 
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V-A hospital building program, 
history's greatest, nears end 


ETERANS Administration will 

climax 27 years of hospital con- 
struction experience at the close of 
this calendar year with the greatest 
hospital building program in all his- 
tory going into its final stages. 

By the end of 1950, according to 
V-A estimates, all but three of the 
64 new hospitals in the program will 
have been completed or will be in the 
process of construction. 

The V-A Technical Service has 
been turning out plans and specifica- 
tions at the rate of practically one 
hospital a month and the hospitals of 
the entire program are being com- 
pleted at virtually the same speed. 

Plans and specifications for 13 of 
the last 14 hospitals yet to be placed 
under contract will have been com- 
pleted this year, all but two the prod- 
ucts of the Technical Service, and a 
total of 26 of the 64 hospitals will 
have been opened to receive patients. 

V-A first entered the hospital con- 
struction field in 1923. From 1923 
until 1946, when funds for the 1947 
hospital construction program be- 
came available, the V-A Technical 
Service prepared all plans and speci- 
fications for new V-A hospitals, ma- 
jor additions and remodeling of exist- 
ing hospitals. 

The 1947 and 1948 hospital con- 
struction programs also were sched- 
uled to be accomplished wholly by 
V-A, but because of the short period 
of time allotted for completion of all 
projects, the two combined programs 
were considered too large for any one 
office to handle. 

Accordingly, it was decided to em- 
ploy the services of outside architects 
under the direction of the Corps of 
Engineers, Department of the Army. 
Under this decision, the 1947 pro- 
gram generally was assigned to the 
Corps of Engineers and the 1948 pro- 
gram was retained by V-A. Since 
then, certain readjustments of the two 
programs have been made, resulting in 
the recall of certain 1947 projects for 
accomplishment by V-A. 

The current program, consisting of 
82 projects, includes new hospitals, 
additions to certain existing hospitals 
and conversion of certain existing hos- 
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pitals for the care of patients from the 
type cared for in those hospitals in 
the past. 

Forty of these projects have been 
or are being accomplished under the 
Corps of Engineers by plans and speci- 
fications from outside architectural 
firms. Forty-one projects are being 
accomplished by plans and specifi- 
cations as prepared by the Technical 
Service of V-A and one by an archi- 
tectural firm under the supervisory 
direction of V-A. 

Since the period from 1923 to 1946 
was uninterrupted from the stand- 
point of V-A hospital design experi- 
ence, the assignment of part of the 
1947-48 program to the Corps of En- 
gineers and outside architectural 
firms should be considered tempo- 
rary. 

In fact, the recall of certain 1947 
projects from the Corps of Engineers 
and the allocation of all other proj- 
ects since then to V-A’s Technical 
Service indicates that V-A’s hospital 
construction program is reverting to 
the procedure in effect since 1923. 

Of the total number of hospitals 
now being operated by V-A, 95 
either are new hospitals on new sites 
or include major hospital additions 
at existing hospitals. Plans and speci- 
fications for all 95 projects were pre- 
pared by V-A’s Technical Service. 

Even in that portion of the 1947 
program assigned to the Corps of 
Engineers for design by outside archi- 
tects, the criteria governing the de- 
sign of these hospitals were prepared 
by V-A. 

So far as is known, V-A is the only 
Government agency that is self-con- 
tained to the extent of preparing all 
plans and specifications for all of its 
projects. 

V-A’s experience with its construc- 
tion program indicates faster and 
cheaper construction. 

Moreover, V-A’s standardized de- 
sign for 500-bed general medical hos- 
pitals has not only speeded up the 
program, but it has enabled V-A to 
set up standards of operation and op- 
erational research that can be applied 
to each station of similar design. 
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Safety measures in oxygen therapy” 


PART TWO 


HE centralization of oxygen 
therapy equipment for storing, 
inspection and repair is essential. All 
apparatus must be cleaned and re- 
paired as soon as it is removed from 
a patient in order that it be kept in 
readiness for emergency use. Regular 
general inspection of all equipment 
is a necessity. 

Most oxygen equipment: is ; of fair- 
ly. delicate construction and should be 
handled by as. few individuals as pos- 
sible, and: only, by those who are 
specially trained for this . service. 
Gauges: or humidifiers must not fall 
or be knocked together and should be 
handled and stored with great care. 
Figure 1 (page 37) illustrates racks 
which serve as a satisfactory solution 
for the safe storage and ready acces- 
sibility of gauges, reducing valves and 
humidifiers, 

Oxygen valves must be well -con- 
structed and kept in perfect mechani- 
cal, working order. Dirty or rusty 
pieces of apparatus should be pro- 
hibited. Flow regulators should have 
two gauges, one to indicate the amount 
of oxygen in the cylinder and the other 
to indicate the rate of flow in liters 
per minute. 


An oxygen regulator should never 
be used for any other gas because of 
the inherent fire and explosion hazard. 
Pure carbon dioxide is pumped with 
oil-lubricated compressors, thus re- 
sulting in small quantities of oil being 
deposited inside the regulator. If high 
pressure oxygen is then passed through 
the same regulator, a disaster will oc- 
cur. 

A reducing valve should never be 
attached to an oxygen cylinder until 
the cylinder is “tapped” to blow out 
harmful dirt or metal particles. After 
the reducing valve is attached to the 





This paper on “Safety Measures in Oxy- 
gen Therapy,” which began on paw 42 of 
the July issue, was presented May 2, 1950 
before a Conference of Inhalation Thera- 
sane at the Tri-State Hospital Assembly, 

almer House, Chicago, III. 
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cylinder, it must:not be opéned: until 
the adjusting screw on the regulator is 
turned to the left until it spins freely. 
Only then may ‘the oxygen cylinder 
valve be opened ‘slowly: Failure to 
abide by this ruling may result in a 
broken reducing valve or even’in a 
serious explosion). ' 


Tent canopies last loriger if Fthiy ate 
not folded during storage. Canopy ma- 


terial tends to~stick together ‘and’ 


windows in some canopiés are’ easily 
cracked. Tent canopies should be hung 
on specially constructed racks; or 
hung in normal manner on the tent 


proper. Oxygen tents should be stored’ 


in a dry, fairly ‘cool and Well:'ven- 


tilated place, preferably a room where’ 


passersby will not injure the fabrie or 
other parts. 


Central Oxygen Piping Systems 


N institutions where a large volume 

of oxygen is consumed it has been 
found advantageous to install a cen- 
tral oxygen piping system. Such a sys- 
tem is convenient and economical since 
it eliminates the inconvenience of 
handling bulky cylinders, and. in- 
creases patient comfort by more 
promptly supplying oxygen in a less 
noisy and disturbing manner. Waste 
is prevented by: exhausting the cyl- 
inders uniformly. 

A central “manifold system” of 
cylinders may be installed, or if fur- 
ther reduction. in cylinder handling 
and transportation is desired, a trailer 
system delivery may be preferred. The 
latter system provides delivery of 
bulk oxygen from the factory to the 
consumer with the minimum of in- 
convenience and maximum of safety. 

All oxygen piping systems must be 
constructed properly, according to the 
recommendations of the National Fire 
Protection Association. They specify 
that “Oxygen manifolds or headers 
should be constructed of bronze of 
such weight as to insure suitability 
for the purpose. All sections of the 
header should be freed of foreign ma- 





By. H..M. LIVINGSTONE, M.D. 


From the Department of Surgery (Anes- 
thesia) of the University of Chicago 


terial and combustible matter before 
assembly. Means shall be provided to 
prevent the connection of other than 
oxygen cylinders to oxygen piping 
systems. — 

“High pressure headers, fittings and 
leads should be capable of withstand- 
ing a pressure of 3,000 pounds per 
square inch. After assembly they 
should be washed out with a water 
solution of trisodium phosphate and 
blown out by low pressure oxygen. 


“Systems for the distribution of 
oxygen should employ standard, full 
weight i iton-pipe-size brass, or copper 
pipe with substantial brass or copper 
fittings, ‘or copper. ‘tubing with ap- 
proved fittings, clean before installa- 
tion and protected against mechanical 
injury in a manner satisfactory to the 
inspection “department having juris- 
diction, In all piping systems proper 
allowance shall be made for expansion 
and contraction, jarring and vibration. 
Brass used for such ‘piping should 


have a copper content of not less than 


83 per cent. 


“Oxygen pipes running from build. 
ing to building, if buried, shall, be 


protected with a suitable coating or 
wrapping or both to. resist corrosion. 
They must be protected against dam- 
age from surface loads at driveways 
by adequate earth fill or by location 
within a steel casing. If the oxygen 
pipeline runs in a tunnel containing 
heating or other piping, it shall be 
segregated, and conspicuously labelled 
at frequent intervals, Dangerous 
Gases. Tunnels must be well venti- 
lated and not exposed to contact with 
oil. 

“Piping should be installed without 
pockets or dips and with sufficient 
pitch to facilitate draining when 
blowing out the line. Oxygen pipe- 
lines should be painted green. Leads 
or connections attaching cylinders to 
headers should have check valves in 
each lead. to prevent backflow. 


“All piping shall be tested with oil- 
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free compressed air or oxygen, and 
proven tight at one and one-half times 
the maximum working pressure, but 
never at less than 100 pounds per 
square inch. Before being placed in 
service such piping shall be thoroughly 
blown out with oil-free compressed 
air or oxygen to insure freedom from 
foreign materials.” 

If two banks of cylinders are to be 
employed, an alarm device must be 
connected to the pipeline to give warn- 
ing when the first bank of cylinders 
is exhausted. The empty cylinders can 
then be replaced and the regulators 
reset. 


Other Hazards with Application 
of Oxygen Therapy 


| Rp cca. soon after the dis- 
covery of oxygen, demonstrated 
that pure oxygen produced congestion 
and inflammatory reactions in the 
lungs (2). In recent years painstak- 
ing experimental studies have been 
made on both man and animals, and 
extensive literature is now available 
on this subject. It is now a recognized 
fact that inhalation of 100 per cent 
oxygen does not cause pulmonary ir- 
ritation if not maintained continuously 
for more than two days. After two 
days, .concentrations under 70 per cent 
should be used, as they have no such 
deleterious influence. (3) 


Complications with 
Mask Method 


VEN though precautions are 

taken to avoid in excess of 70 per 
cent oxygen by the mask method after 
48 hours of therapy, certain other in- 
herent difficulties with this method 
may occur. Long-continued use of the 
mask method may cause discomfort. 
The mask must be fitted tightly; 
therefore, frequent massage of the 
areas in contact with the mask is 
necessary to prevent pressure ische- 
mia. Every two hours the mask should 
be removed, the patient’s face washed 
and dried and talcum powder applied 
to the skin. The mask should be 
washed and dried before being re-ap- 
plied. The mask should never touch 
the eye area, for corneal ulceration 
or other eye injury may result. 

If the oxygen flow is inadequate and 
the valves are not patent, anoxia oc- 
curs and toxic amounts of carbon 
dioxide will accumulate. Oxygen flow 
must be sufficient to allow the re- 
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Fig, 1. Ari example of safe storage and ready ‘accessibility of gauges, reducing valves 
and humidifiers in the handling of oxygen equipment 


breathing bag to remain inflated at 
all timies, and the excess oyxgen and 
carboh dioxide must escape through 
the exhalation valve without ‘ resist- 
ance. 

The humidifier must be omitted if 
the rebreathing mask method is em- 
ployed. The plug at the end of the re- 
breathing bag must be removed from 
time to time to drain off the con- 
densed vapor. 

If all the above precautions are ob- 
served, yet the patient still has dis- 
comfort, particularly during warm 
weather, then the substitution of an 
air-conditioned oxygen tent is war- 
ranted. 

In certain conditions such as pul- 
monary edema or status asmaticus, 
the ordinary mask method of oxygen 
therapy is inadequate. Oxygen must 
be given these patients under in- 
creased positive pressure, valves must 
be carefully watched to prevent stick- 
ing and suction must be freely em- 
ployed. 


Complications with Tent Method 


HE greatest mistakes occur in 

the operation of oxygen tents. 
The tent analyzer provides the only 
means of determining performance 
of the equipment. The importance of 
routine analysis and recording of 
oxygen content of tents at least every 
three hours, preferably every hour, 
cannot be overstressed. The patient’s 
life is endangered if a tent is employed 
in which the optimum concentration 
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of oxygen is not’ maintained, and the 
temperature and humidity are not con- 
stantly and carefully observed and 
controlled. Tents which are not 
equipped with a satisfactory method 
for cooling and drying the air may 
cause death by heat stroke. In a tent 
used on a patient ‘with a high fever, 
the temperature should range from 58 
to 68° F in winter:and slightly higher 
in summer. Older patients and infants 
need a higher temperature. 

Ice in a tent is as important from 
the standpoint of humidity as it is for 
cooling, if the patient is to be pro- 
tected from the discomfort of dryness. 
If lumps of ice are employed, they 
should be about the size of a fist or 
larger. Smaller pieces of ice interfere 
with the circulation in the tent. The 
amount of heat given off in 24 hours 
by a normal individual of average 
adult size is said to melt about ten 
pounds of ice per hour: When fever 
is present, more ice is needed. Tents 
without blowers are unsatisfactory. in 
certain climatic regions. The blower 
should be stopped when ice is added 
or inspected. If the relative humidity 
in tents is not maintained between 40 
and 60 per cent, the patient is dis- 
tressed and more harm than good re- 
sults. 

Irrespective of the type of tent 
used the flow of oxygen should not 
be less than 10 liters per minute in 
order to wash out the carbon dioxide 
expired by an adult patient. The 
carbon dioxide content of a tent must 
not exceed 1.2 per cent. 
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An oxygen tent should not be used 
unless adequate, close and constant 
supervision by someone with proper 
technical training is available. Oxy- 
gen leakage from the tent must be 
avoided. It is imperative that a rub- 
ber sheet be placed under the bed 
sheet in the canopy to prevent oxy- 
gen leakage through the mattress. 
The skirts of the tent canopy must 
be tucked in tightly beneath the bed 
covers. The flow of oxygen must be in- 
creased temporarily each time the 
tent is opened for treatments or ex- 
aminations. Tents or oxygen rooms 
are greater fire hazards than other 
methods of oxygen administration. 


Open Top Tent 


N open top tent can be used 

provided it is not placed near 
an open window or door. It is essential 
to keep the apron in the front of the 
box secured tightly to prevent leaks. 
Very small infants need a higher 
temperature and occasionally higher 
humidity than other patients. It is 
dangerous to deprive infants of heat 
by rapidly circulating cool air over 
them. Oxygen must, however, be in- 
troduced near the patient’s head at 
a reasonable speed (five liters per 
minute and up) in order to maintain 
a satisfactory concentration. A greater 
rate of flow is needed if there is any 
downward current of outside air tend- 
ing to drive out the oxygen-rich air. 


Complications with the 
Catheter Method 


ITH the use of the oropharyn- 

geal catheter method proper 
humidification is essential, as other- 
wise the dry oxygen will cause dis- 
comfort and irritation. Great care 
must be exercised to avoid overfilling 
the humidifier and subsequent drown- 
ing of the patient. Humidifiers should 
not be filled more than 2% full with 
water. A safety valve set at 40 milli- 
meters mercury pressure at the de- 
livery outlet of the humidifier is es- 
sential. This prevents any increased 
pressure being suddenly released in 
the patient’s pharynx. Increased back 
pressure can be produced by a dirty 
and plugged catheter. 

Catheters are unsatisfactory unless 
they are of the proper size and have 
several holes along a distance of 134 
inches from the tip to allow proper 
distribution of the flow. Catheters 
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should be lubricated with petrolatum 
or vaseline. Water soluble lubricants 
should not be used because they dis- 
solve in the nasal discharges and do 
not remain long enough to be effec- 
tive. Force should never be used in 
passing a catheter. Such a practice 
may seriously harm the patient. 

Oxygen must always be flowing 
before the catheter is inserted. Failure 
to heed this precaution may result 
in serious harm to the patient as the 
lumen of the catheter may contain 
powder, foreign objects or water, 
which in turn will be blown into the 
patient. Blowing out the lumen of the 
catheter before it is inserted also in- 
sures that the catheter has been prop- 
erly attached to the humidifier. 

Any deviation from the proper 
placement of the tip of the catheter 
in the oropharynx directly behind 
the uvula will result in serious con- 
sequences. The effective oxygen con- 
centration in the lungs will be in- 
adequate, the stomach may be dis- 
tended, the patient may vomit due 
to swallowed oxygen, or the nasal 
mucous membrane may be damaged. 

The catheter must be fastened se- 
curely over the bridge of the nose 
and over the center of the forehead 
to insure comfort of the patient and 
correct retention of the position of 
the tip of the catheter in the orophar- 
ynx. A catheter in this position is less 
apt to become plugged with secretions 





than if fastened in a dependent posi- 
tion. 

Catheters must be changed every 
eight to twelve hours and a fresh 
catheter inserted on the opposite side. 
Failure to observe this ruling will re- 
sult in encrusted catheters through 
which no adequate amount of oxygen 
can be delivered. Such catheters are 
dangerously irritating, and ulceration 
and severe hemorrhage from the nasal 
mucous membrane may be produced. 

Oxygen by the oropharyngeal cath- 
eter method is of no value to an adult 
unless the flow is 5 liters or more per 
minute. Many patients require a flow 
of 8 to 12 liters per minute. 

[This article will be concluded in the 
next issue. | 


N. Y. hospital installs 
oxygen piping system 


FTER delay due to some minor 

details for which approval of 
the city’s fire department had to be 
secured, the Presbyterian Hospital 
of New York recently celebrated the 
operation of its new oxygen piping 
system. The first unit of the installa- 
tion has 330 bedside outlets, and oxy- 
gen will soon be available to a total 
of 600 outlets throughout the hospi- 
tal, including private rooms, wards 
and operating theaters, served by 
more than three miles of pipe. 








Dick Carey, in charge of oxygen therapy at St. Benedict’s Hospital, Ogden, Utah, is 
shown checking the new storage tanks of the hospital’s system of distribution. 
Oxygen is piped to each patient’s room 
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July 6—Administrator notes upon 
arrival at front door of hospital that 
pigeon nuisance abatement program 
must have succeeded, as indicated by 
lack of evidence. When our man 
Harry Roth goes after something he’s 
determined. Last month the boys were 
putting a cement patch on the front 
steps. While out there, Harry decided 
that they would clean up the pigeon 
department once and for all. So Bill 
went and got our brand new long 
ladder and Paul Smith got the wire 
screening and some hooked imple- 
ments. I remember now that their 
first few attempts to outwit Mother 
Nature were fumbles. Hmmm—won- 
der how they did solve it. 

The local fire department had come 
over in early spring, I recall, had 
gaped up at the three-story-high ceil- 
ing of the front portico, had suggested 
tearing down the ragged plaster and 
torn wire mesh, and then sealing it up 





so that the pigeon colony couldn’t 
squat on our premises any longer. 
So we had waited for better weather, 
and meantime secured a new ladder. 
There had been suggestions from 
other quarters to use poison, tear gas, 
fire crackers, and putting up a stuffed 
owl. 

Presently the boys had pulled down 
the rest of the plaster, removed some 
young pigeons out, and tacked up 
some nice sturdy new wire mesh to 
prevent the birds from reinhabiting 
the ceiling and marring the clean sim- 
ple lines of our front porch. Harry, 
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Bill, and Paul had done a very neat 
job of it. 

During an inspection by the ad- 
ministrator and Harry two mornings 
later they both expressed satisfaction 
over having settled that problem. But 
Harry lingered alone to wonder why 
some adult birds 
were flying up at 
"a the wire screen, 

or resting under 
the porch ceiling 

a) on the tops of 


‘ the high white 
aA) 


pillars. The next 

morning Harry 
reported the latest information as re- 
layed by Tom, whose duties include 
porch maintenance. There were some 
mother birds carrying bits of food to 
the wire screen and passing it 
through. One did not have to look up 
to find additional evidence to agree 
that there were still some pigeons in 
the vicinity. 

Close scrutiny by Harry and Tom 
disclosed that this time the pigeons 
had been fixed—but good! It appears 
that they had trapped one little help- 
less baby pigeon in the north end of 
the porch ceiling and two little help- 
less baby pigeons in the south end. 
So it was decided that the only thing 
to do was to open up the screen to let 
them out, slam it shut and hope there 
would be no more hiding in corners. 

A few days later they removed not 
one more, but five more little helpless 
baby pigeons and lightly tacked back 
the screen. 

The next morning the mother birds 
were still feeding something up there, 
and a careful count revealed that there 
were then only six more little help- 
less baby pigeons to rescue. 

The score was only about four more 
and seven eggs when the boys groped 
around up there two days after that. 
Then they changed their strategy, 
deciding to leave the screen untacked 
up. That’s where I lost track of the 
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pigeon problem—for the time being. 

July 7—Got the rest of the story 
now. After a plans and operations 
conference Bill was dispatched off to 
the local humane officer, who prompt- 
ly settled his question with the state- 
ment that we could not shoot the 
pigeons within the city limits. 

“Wait a minute,” said Bill, “if we 
box them up inside of that ceiling 
and leave them there it would be very 
inhuman.” 

“Well, mebbe you have a point 
there. It would be inhuman I guess, 
but you still can’t shoot them in the 
city.” 

So Bill went to the sheriff, who 
drew some very definite lines to indi- 
cate whose jurisdiction went how far 
in the matter of pigeons. He said that 
the humane officer had absolutely no 
jurisdiction within the city. It was en- 
tirely up to the sheriff. But he wasn’t 
sure that he would allow it, either. 

So Bill went to see the mayor. 
“Well,” said hizzoner, “last year I 
gave permission to a fellow to shoot 
some rats in his barnyard on the edge 
of town, so I guess I can allow the hos- 
pital to shoot some pigeons.” But he 
requested no publicity, please, because 
the matter of shooting the rats had 
got into the papers and they had 
“burned” him. (Local paper please 
observe). 

Bill had pointed out that they 
would not stand conspicuously on the 
front porch of the hospital and shoot 
up at the ceiling like in a target gal- 
lery. They would go up the ladder and 
shoot them at ceiling level. “Oh!” 
said the Mayor, “that’s protecting 
your own property, and that’s all 
right.” 


Then the boys got a brand new air 
rifle on loan from some unsuspecting 
youth, loaded it, wrapped it in a gun- 
ny sack to hide it from traffic in and 
out the front door. Bill was assigned 
the exterminating mission and climbed 
the ladder. After shooting at the lone 
pigeon which was parking (he said 
he hit it in the side a few times) he re- 
linquished the honor to Paul because 
the target remained indifferent. Paul 
swung up with the weapon and shot 
four times, and they report that he 
finally got him in the left eye. 
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Representatives of the ninth and tenth districts of the Illinois 
Hospital Association meeting at Mount Vernon, IIl., July 7, 1950 


to discuss ways and means of handling a polio epidemic should 
the situation become critical. This was part of a state program 


Illinois hospitals get ready for polio 


T the time this is written no one 

knows whether Illinois will have 
a polio epidemic this year comparable 
to the severe epidemic experienced in 
1949. But, whatever may eventuate, 
this State will be well prepared as a 
result of the efforts of the Illinois 
State Polio Planning Committee which 
has been in action since last February. 

Appointed by Governor Adlai 
Stevenson, the committee is made 
up of representatives of the [Illinois 
Department of Public Health, Na- 
tional Foundation for Infantile Paral- 
ysis, American Red Cross, Illinois 
Hospital Association, Illinois State 
Nurses’ Association, Illinois State 
Medical Society, Division of Services 
for Crippled Children of the Universi- 
ty of Illinois, State Physical Therapy 
Association and the Sister Kenny 
Foundation. 

Each organization and agency as- 
sumed responsibility for that phase 
of the program which came within the 
scope of its own activities, with the 
coordination of all efforts directed by 





Reading from the right are Ann Kelley, physical therapist at 
Moline Public Hospital, Moline, Ill.;.Mrs. Evelyn Witter, execu- 
tive secretary of the Rock Island County chapter of the National 
Foundation for Infantile Paralysis; and Marguerite Brooks, 
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By FLORENCE SLOWN HYDE 


Executive Secretary, 
Illinois Hospital Association 


Dr. Roland R. Cross, director of pub- 
lic health, as chairman of the State 
committee. 

The Illinois Hospital Association 
was assigned the task of making a sur- 
vey of hospital facilities for the diag- 
nosis and care of polio patients. The 
pattern for this survey was set by Dis- 
tricts [IX and X which took the in- 
itiative in circulating to hospitals of 
Southern Illinois a questionnaire on 
hospital facilities. This project was 
carried out under the leadership of 
Dr. George H. Van Dusen of Chris- 
tian Welfare Hospital, East St. Louis, 
president of District X, and Sister 
Helen of St. Joseph’s Hospital, Alton, 
chairman of District IX. 

An analysis of the returned ques- 
tionnaires revealed that 16 hospitals 
were ready to cooperate to the extent 
of their facilities. Of these, seven hos- 
pitals would provide facilities for di- 


agnostic purposes only, with five more 
indicating that they would have facili- 
ties for short term isolation care and 
four ready to provide full-time isola- 
tion and treatment of cases. This was 
regarded as a remarkable showing in 
view of the general reluctance of hos- 
pitals to admit contagious cases, indi- 
cating a better understanding regard- 
ing the safety of handling these cases 
with proper: isolation techniques. At 
a meeting on May 9, it was further 
planned that one or both of the new 
hospitals at Flora and Fairfield would 
be utilized for full-time isolation care 
should the need arise. 

To further implement the program 
in that area the 9th and 10th Districts 
of the Illinois Hospital Association 
held a pre-polio institute meeting on 
July 7 in Mt. Vernon, and a three-day 
polio institute at St. Mary’s Hospital, 
East St. Louis, on July 12, 13 and 14. 
The 10th District of the Illinois State 
Nurses’ Association was a cO-sponsor 
of the latter. Cooperating agencies 

(Continued on page 119) 


superintendent of the Moline Public Hospital, awarding insignia 
to 40 volunteers who have completed a training course given 
by the chapter preparing them to help poliomyelitis patients in 
case of an epidemic. This offers an idea for all hospitals 
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News of Hospital Plans 





By Virginia M. Liebel 








Garside made president of N. Y. 
Blue Cross, Pink now chairman 


HARLES Garside, an attorney, a 
trustee of the Citizens Budget 
Commission and a member of the 
Council on Foreign Relations, has 
been elected president of the New 
York Blue Cross by the board of direc- 
tors of Associated Hospital Service of 
New York. Louis H. Pink, who has 
been president and chairman of the 
board, will remain as chairman of the 
board and chief executive officer. 

Mr. Garside was chairman of the 
New York State Commission Against 
Discrimination from 1947 to 1949 and 
currently serves the university of the 
state as a trustee, a member of the 
executive committee, and chairman of 
the committee on medical education 
centers. As a colonel during World 
War II he supervised the distribution 
of medical supplies to lend-lease na- 
tions. 

The New York Plan has a total 
membership of 4,375,000 persons. The 
Plan, incidentally, is now offering hos- 
pitalization benefits to cover polio- 
myelitis. Although AHS contracts do 
not cover communicable diseases re- 
quiring isolation and quarantine an 
exception will be made in the case of 
poliomyelitis to provide for the usual 
acute phase of the disease, according 
to Louis H. Pink. Full benefits will 
be extended for 21 days for the initial 
acute stage, and if post-polio surgery 
should be required, further benefits 
will be provided beyond the 30-day 
period. 


New York Blue Shield 
for U. N. employes 

Dr. Charles Gordon Heyd, presi- 
dent of UMS of New York, announced 
that 950 United Nations employes 
were enrolled in a program designed 
to meet their special needs. United 
Nations will contribute to the cost of 
membership for employes earning up 
to $6,000 a year. “Members can avail 


themselves of the services of any duly 
licensed physician in this country or 
anywhere in the world. We have al- 
ready made substantial payments for 
our services in foreign countries and 
we now can anticipate a further ex- 
tension of Blue Shield protection over- 
seas,” said Dr. Heyd. 

The Blue Shield, incidentally, has 
increased its income limitations to in- 
clude families earning up to $4,000 
and individuals up to $2,500 annually 
(former limits were $2,500 and $1,- 
800 respectively) and is also giving an 
average increase of 30% in allowances 
for surgical and medical cases. The 
Plan has paid doctors over $17,000,- 
000 for services since it was estab- 
lished six years ago. 


Medical service 
for Maryland 

The final details of the Maryland 
Medical Care Plan, which was incor- 
porated on April 21, are currently 
being ironed out and it is hoped the 
Plan will be ready to function by early 
fall. Dr. Hugh J. Jewett is president 
of the board of trustees. Some 1,311 
doctors have already signed up as 
participants under the program. 

The Maryland Blue Cross Plan has 
something over 8,000 groups embrac- 
ing 771,344 members. 


New contract 
in Massachusetts 

Dr. Philip D. Bonnet, chairman of 
the Council on Massachusetts Blue 
Cross Affairs, reports that the trustees 
of MHA and the Council on Blue 
Cross Affairs have considered a pro- 
posed new contract presented by the 
Blue Cross based on the principles of 
the report of the special committee 
appointed by the Blue Cross to recom- 
mend a permanent method of paying 
hospitals. They have concurred in the 
following principles of the Committee 
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report: ‘“‘co-insurance, payment on the 
basis of cost including depreciation, 
recognition of less than average length 
of stay in the payment formula, clas- 
sification of hospitals and payment 
on as current a basis as possible.” 


Oklahoma plan 
signs Wilson Company 

Through the efforts of the Credit 
Union of the Wilson Company in 
Oklahoma City, 1,650 persons were 
enrolled in Blue Cross and Blue Shield 
Plans of Tulsa. “Bill” Bailey, presi- 
dent of the Credit Union, approached 
the board members of the Credit 
Union as to the possibility of this or- 
ganization sponsoring the Plan. The 
board members agreed and the re- 
sponse was enthusiastic. The Wilson 
Company’s Credit Union deserves a 
pat on the back for dispensing litera- 
ture and information about the plan 
as well as volunteering to collect mem- 
bership fees. 


Philadelphia news 

From the annual report of C. Rufus 
Rorem, executive secretary of The 
Hospital Council of Philadelphia, we 
gleaned that the Philadelphia Plan 
has paid member hospitals a total of 
$50,000,000 since the establishment 
of the Plan in 1938. During the winter 
months, E. A. van Steenwyk, execu- 
tive director of the Plan, met with hos- 
pital representatives in a series of con- 
ferences to discuss administrative pro- 
cedures and policies of the existing 
contract. Rising hospital costs and in- 
creased charges to the public for hos- 
pital service toward the end of the 
year were the basis for negotiations re- 
specting reimbursement for contract 
benefits. Officers of Plan and members 
of the Blue Cross Committee were in 
conference regarding methods and 
amounts of reimbursement at the end 
of the Council’s fiscal year. 

At a special meeting on July 6, the 
Hospital Council submitted a propos- 
al for reimbursement which would 
recognize increased payroll expenses 
and higher per-diem costs. resulting 
from shorter stays for bed cases. 


St. Louis elects 

The St. Louis Plan, which paid near- 
ly $7,500,000 in hospital bills during 
the year ending April 30 (totaling 
92.26 percent of total membership 
dues collected), elected new trustees 
at its annual meeting. Representing 
hospitals in St. Louis are Dr. Frank 
Bradley, superintendent of Barnes 
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Hospital; Rev. E. C. Hofius, superin- 
tendent of Lutheran Hospital; W. W. 
Martin, trustee, Missouri Baptist Hos- 
pital; Dr. S. H. Frazier, Rosiclare, 
Ill.; William Kunz, Belleville, Ill.; 
Herbert S. Wright, Cape Girardeau, 
Mo., and Frank Nelson, Lebanon, Mo. 

Trustees representing the public are 
George M. Berry, St. Louis; Galen 
Nash, Joplin; and Eugene Mudd, and 


William Soderberg to fill the unexpired 
terms of Howard F. Baer and Roland 
Richards, who resigned recently. 


Trustees representing the medical 
societies are Dr. Carl Vos, St. Louis; 
Dr. M. K. Underwood, Rolla, Mo., 
and Dr. H. K. Baker, Moberly. 


A number of other members were 
added to the board. 


Philadelphia Plan is grand award 
winner in Public Relations contest 


OR the first time in the history 

of the national public relations 
contest of the Blue Cross and Blue 
Shield Commissions, the jury found 
itself unable to decide on a clear-cut 
winner in one of the categories into 
which the contest is divided, and the 
result was that this award was made 
in triplicate, three Plans receiving 
identical prizes on July 27. This oc- 
curred in the “Class II’? competition, 
confined to Plans with membership of 
between 200,000 and 500,000. Akron 
Hospital Service (Akron, Ohio) and 
Hospital Service Association of North- 
eastern Pennsylvania (Wilkes-Barre), 
both basing their entries on straight 
sales-promotional campaigns, were 
judged a tie, while Blue Cross Hos- 
pital Plan, Inc. with Kentucky Physi- 
cians Mutual, Inc. (a joint entry from 
Louisville) was given a special award 
based on a long-range community 
public relations program initiated 
during the past year. ' 

Winner of the grand award (which 
is based on quality of over-all public 
relations activity regardless of ‘size 
of Plan) was Associated Hospital 
Service of Philadelphia, which broke 
another precedent by winning for the 
second time (having won in 1947). 
This entry embraced a wide variety 
of media, including comic books and 
a “Kiddie Karnival” staged in Fair- 
mount Park and attended by 25,000 
children and adults. The civic service 
nature of Blue Cross was stressed 
throughout. 

The Class I award (Plans with 
more than a half-million members) 
was won by Hospital Service of South- 
ern California (Los Angeles), whose 
entry stressed close co-operation be- 
tween Blue Cross and the hospitals in 
mutual public relations programs. 
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Judges in the Blue Cross-Blue Shield pub- 
lic relations contest, described on this 
page, were, left to right, A. K. Bucholz, 
Chicago Journal of Commerce; Bob 
Aitchison, editor, Industrial Marketing, 
and George A. Brandenburg, Chicago 
editor, Editor and Publisher 


Class III (100,000 to 200,000 mem- 
bers went to Hospital Service Asso- 
ciation of New Orleans for its first 
non-group enrollment campaign, and 
Class IV (less than 100,000 members) 
was won by Medical Service Associa- 
tion of Pennsylvania for a public edu- 
cation campaign in its Harrisburg 
area. 

Winning entries will be made avail- 
able on loan for study by any Blue 
Cross or Blue Shield Plan. 

Following are the Plans cited for 
honorable mention: Class J: Hospi- 
tal Service Corporation of Rhode 
Island, and Michigan Hospital Serv- 
ice-Michigan Medical Service; Class 
JT; Central Hospital Service (Colum- 
bus, Ohio), and New Hampshire- 
Vermont Hospitalization-New Hamp- 


E. P. Lichty, 49, head 
of Illinois Plan, 
dies suddenly 


DSON P. Lichty, 49, executive 
director of the Blue Cross Plan 
for Hospital Care and the Illinois 
Blue Shield Medical-Surgical Care 
Plan, died suddenly July 26 following 
a heart attack-near Rhinelander, Wis. 
Mr. Lichty became executive di- 
rector of the Blue Cross Plan for 
Hospital Care on July 1, 1946, and 
was named to the same position with 
the Blue Shield Plan following its or- 
ganization by the Chicago Medical 
Society in January, 1948. 

A veteran of the Blue Cross move- 
ment, he served as assistant director 
in charge of enrollment with Associ- 
ated Hospital Service of New York 
from January, 1936, to September, 
1939. He worked with the Blue Cross 
Hospital Service, Inc., of Iowa, from 
its inception in November, 1939, and 
became its executive director in Jan- 
uary, 1943. He came to the Illinois 
Blue Cross Plan in September, 1944, 
as assistant director in charge of en- 
rollment. Prior to his Blue Cross serv- 
ice, he was sales manager for Pacific 
Mills. 

While with the Illinois Blue Cross 
Plan, membership grew from 660,000 
members in 1944 to 1,886,420 today. 
He also was an ardent supporter of 
the Blue Shield program, which in 
the past two and a half years has at- 
tained a membership of 234,061. 

Survivors are his widow, the for- 
mer Doris Gerry; one daughter, Jane 
T.; one sister, Elizabeth Lichty, Kal- 
amazoo, Mich.; and three brothers, 
W. Harold of Park Ridge, Kermit C. 
of Youngstown, O., and Robert, 
Kenya Colony, British East Africa. 

Arrangements had been made for 
the body to lie in state at the chapel 
of Wm. H. Scott Chapel, 1118 Green- 
leaf Avenue, Wilmette, Friday after 
noon. Services were held July 29 at 
the First Presbyterian Church, Wil- 
mette. Interment was in Lanark, IIl. 





shire-Vermont Physician Service; 
Class III: Associated Hospitals Serv- 
ice (Sioux City), and Hospital Plan, 
Inc.-Medical and Surgical Care, 
Inc. (Utica); Class IV: Hospital 
Service, Inc. (New Mexico). The 
Sioux City Plan received two cita- 
tions—one for each of its entries. 
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News from Washington 











Korean action 





By Kenneth C. Crain 


overshadows 


everything else in Congress 


"T°HE development of the “police 
action” in Korea into a situation 
which in the terms of the presidential 
message demands “substantial redi- 
rection of economic resources” of the 
country was precisely what all 
thoughtful people feared, and the ex- 
treme gravity of the world picture 
thus produced is thus not as shocking 
by way of surprise as it otherwise 
would have been. The possibility that 
the Korean affair would be the fuse 
which would set off an _ infinitely 
larger explosion than that country 
could itself produce was always clear; 
and it was the increasing fear of that 
possibility which led President Tru- 
man, with the general support of 
Congress, to propose measures which 
would place the country on a footing 
somewhat more related to the con- 
duct of a major war than it has been. 
The suggestions in the President’s 
message, and the measures presented 
for the purpose of carrying them into 
effect, include among other drastic 
steps the expenditure of an estimated 
$10 billions of additional money’ for 
the armed forces, the setting up of 
priorities and allocations of basic ma- 
terials in order to be sure that needed 
military equipment will be available, 
and the power to requisition such 
supplies and materials as might be 
necessary for the national defense. 
With these the warning that taxes 
will have to be sharply raised’ did not 
come as a surprise, under the circum- 
stances, and the general agreement on 
this point, including the imposition 
of the excess profits tax on corpora- 
tions, indicated the feeling of mem- 
bers of Congress in both parties that 
everything necessary to speed up ar- 
rangements for a better state of pre- 
paredness for full-scale war should be 
done. 
There were, however, pointed ques- 
tions raised as to the necessity of giv- 
ing the President some of the broad 
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and arbitrary powers over the econ- 
omy which he indicated he would like 
to have, and debate on the legislation 
which might seek to convey to him 
and to Federal authorities in general 
what could be considered as excessive 
authority was foreshadowed. In fact, 
the objections on this score included 
references to the vast and world-wide 
destruction of military equipment at 
the end of World War II as well as 
to the apparently severely limited 
production of improved weapons and 
equipment resulting from the expendi- 
ture of approximately $65 billions in 
the past five years. 

Among the direct consequences to 
hospitals of the abrupt change to 
plans for a war economy was the com- 
plete shelving of the tax bill which 
had already passed the House, calling 
for the reduction or elimination of the 
long list of excise taxes imposed to 
help in financing the last war. With 
this, also, went the proposal, rightly 
considered as seriously threatening 
to the tax-exempt status of all non- 
profit institutions, to subject to ordi- 
nary corporation taxes all of this in- 
come over $1,000 a year from the 
conduct of so-called “unrelated” func- 
tions. While on the face of the mat- 
ter this could not be considered wholly 
unreasonable, and was explicitly de- 
clared not to infringe the privilege of 
exemption from ordinary taxes of the 
corporations affected, including hos- 
pitals, the proposal was justly viewed 
as the entry of the camel’s head under 
the tent, and vigorous opposition to 
it in the Senate was foreshadowed. 

Senate-House conferees meanwhile 
have reached agreement on virtually 
all points of difference. between the 
House bill amending the Social Se- 
curity system, passed last year, and 
‘the Senate version passed at this ses- 
sion, and it is anticipated that the 
compromise bill will be enacted by 
the two Houses without delay. 


1950 


One of the chief points of interest 
to hospitals is the decision to extend 
coverage to the employes of non-profit 
organizations if two-thirds of the em- 
ployes vote for it, and coverage is 
then to be limited to those voting for 
it and those later employed. A rise in 
the tax rate is barred until Jan. 1, 
1954, the present rate of 114 per cent 
each on employer and employe re- 
maining in effect until that date; 
but the tax will be applied to the first 
$3,600 of pay instead of the present 
$3,000. 

It was also decided not to include 
the permanently disabled under the 
OASI provisions of the law, as pro- 
posed in the House bill, but to care for 
them under the public assistance pro- 
gram, with a top Federal contribution 
of $30 per month, based on a formula 
of’ three-quarters of the first $20 of 
benefits paid by the State and one- 
half of the remainder, with a maxi- 
mum individual benefit of $50. 

Emphatic rejection by the House 
on July 10 of the second effort to pro- 
vide departmental status for the Fed- 
eral Security Agency was heartening 
to the hospital and medical groups, 
not only because of the objections 
previously raised to the idea of plac- 
ing health care in a new department 
allied with other activities, but be- 
cause the vote of 249 to 71 against 
the proposal resulted chiefly from the 
refusal of the House to accept the 
present head of the agency, Oscar E. 
Ewing, as a new cabinet officer. This, 
in turn, judging by numerous expres- 
sions on the floor during the debate, 
was due to Mr. Ewing’s known deter- 
mination to secure a Federal compul- 
sory health-insurance scheme if pos- 
sible. The House would have none 
of any such scheme or of Mr. Ewing, 
it was made clear. 


As to the effect upon hospitals of 
such restrictions upon supplies, ma- 
terials and food as may be found 
necessary where the general public is 
concerned, it may safely be predicted 
that they will not be affected more 
than slightly, if at all. The need to 
see that the armed forces are given 
all necessary medical, nursing and re- 
lated personnel will naturally tend to 
step up interest in training activities 
for all such groups, and should the 
situation continue to deteriorate, 
something like the procurement set- 
up which worked so well during World 
War II might become necessary. 
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List Your Meetings 

As soon as the dates for the 
next succeeding meeting of an 
organization have been deter- 
mined an official should forward 
those dates at once to Editor, 
_ Hospital Management, 200 E. 
Illinois St., Chicago 11, Ill, to in- 
‘igure appearance in this calendar. 











Aug. 28-29-30-31—Sept. 1 
*Medical Records Institute, Universi- 

ty of Chicago, Chicago. 

Sept. 3-4-5-6-7-8-9-10-11-12 
International Hospital Federation 
study tour to hospitals in Sweden. 
Secretary and treasurer, Capt. J. E. 
Stone, King Edward’s Hospital Fund 
for London, 10, Old Jewry, London, 
E.C.2, England. 


Sept. 5-6-7-8-9-10-11-12-13-14-15 
Institute for Hospital Administra- 
tors, International House, University 
of Chicago, Chicago, III. 


Sept. 6-7-8 
Biological Photographic Association, 
Hotel Sheraton, Chicago, Ill. Conven- 
tion chairman, Ralph P. Creer, 535 
N. Dearborn St., Chicago 10, III. 


Sept. 7-8 
Washington State Hospital Associa- 
tion, Davenport Hotel, Spokane, 
Wash. This meeting date was 
changed from May 25-26. Executive 
secretary, Nina Mae Garner, Taco- 
ma General Hospital, Tacoma 3, 
Wash. 


Sept. 17 
Hospital Management awards meet- 
ing, 5 p. m., Hotel Dennis, Atlantic 
City, N. J. 


Sept. 17-18 
American College of Hospital Ad- 
ministrators, Hotel Traymore, At- 
lantic City, N. J 


Sept. 18-19-20-21 
American Association of Nurse Anes- 
thetists, Ritz-Carlton Hotel, Atlantic 
City, N. J. 


Sept. 18-19-20-21 . 
*American Hospital Association, Ho- 
tel Traymore, Atlantic City, N.-J. 


Sept. 18 

, Executive committee, Tri-State Hos- 
pital Assembly, noon luncheon, Hotel 
Dennis, Atlantic City, N. J. 


Sept. 19 
Officers and trustees, American Prot- 
estant Hospital Association, noon 
luncheon. at Hotel Dennis, Atlantic 
City, N. J. 

Sept. 19 
Alumni Reunion Dinner, University 
Hospitals Executives Council. Place 
and time to be determined later. At- 
lantic City,’ N. J. 
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Sept. 20 
Indiana Hospital Association break- 
“fast, 8 a.m., Hotel Dennis, Atlantic 
City, N. J. 


Oct. 5-6-7 
Eleventh Annual Convention, Na- 
tional Association of Institutional 
Laundry Managers, Kenmore Hotel, 
Boston, Mass. 


Oct. 9-10-11 
National Association of Clinic Man- 
agers, Greenbrier Hotel, White 
Sulphur Springs, W.,.Va. 


Oct. 9-10-11-12-13 C 
*Institute on Hospital Dietetics, 
Wardman-Park Hotel, Washington, 

DC. wees 


Oct. 11-12-13 
Institute on Admission and Collec- 
tion, sponsored by Michigan Hospi- 
tal Association and Michigan State 
College, at East Lansing, Mich. 


Oct. 12-13-14 
American Association of Blood 
Banks, Stevens Hotel, Chicago. 


Oct. 16-17-18-19-20 
National Safety Congress and Expo- 
sition, Stevens, Congress and Mor- 
rison Hotels, Chicago, Ill. General 
secretary, R. L. Forney, National 
Safety Council, 425 N. Michigan 
Ave., Chicago 11, IIl. 


Oct. 16-17-18-19-20 

World Medical Association, Hotel 
Roosevelt, New York, N. Y. Secre- 
tary General, Louis H. Bauer, M.D., 
World Medical Association, 2 East 
103rd Street, New York 29,.N. Y. A 
scientific program is planned Oct. 18 
and medical editors will meet Oct. 
21-22. 


Oct. 23-24-25-26-27 
American Association of Medical 
Record Librarians, Somerset Hotel, 
Boston. 


Oct. 23-24-25-26-27 
Thirty-sixth Clinical Congress of the 
American College of Surgeons, Me- 
chanics Hall, Boston, Mass. 


Oct.23—Nov. 3 
*Personnel Institute, 
versity, Ithaca, N. Y. 


Oct. 26-27-28 
National Society for Crippled Chil- 
dren and Adults, Stevens Hotel, Chi- 
cago, Ill. 


Oct. 30-31—Nov. 1-2-3 
American Public Health Association, 
Kiel Auditorium, St. Louis, Mo. Dr. 
Reginald M. Atwater, executive sec- 
retary, American Public Health As- 
sociation, 1790 Broadway, New 
19; WY: 

Oct. 30-31 . 
Maryland-District of Columbia-Dela- 
ware Hospital Association, Lord Bal- 
timore Hotel, Baltimore, Md. 


Cornell Uni- 





Oct. 30-31—Nov. 1 
Ontario Hospital Association, Royal 
¥ork Hotel, Torontoy Ont. 


Noy. 910 
KaiSas Hospital Association, Allis 
Hotel, Wichita, Kans. Executive sec- 
retary, Chas. S. Billings, The Kansas 
Hospital Association, Inc., 603 
Topeka Ave., Topeka, Kans. 

Nov. 12-13-14 
Michigan Hospital Association, Stat- 
ler Hotel, Detroit, Mich. 


Nov. 16-17 4 s 
Nebraska Hospital Association, Corn- 
husker Hotel, Lincoln, Neb. 

Nov. 27-28-29-30—Dec. 1 
*Housekeeping Institute, Edgewater 
Beach Hotel, Chicago. 

Nov. 29-30—Dec. 1 
Illinois Hospital Association, Hotel 
Abraham ‘Lincoln, Springfield, Ill. 
Executive. secretary, Florence S. 
Hyde, 3422 West Adams Street, Chi- 
cago 24, Ill. 

Dec. 4-5-6-7-8 
*Dietetics Institute, Stevens Hotel, 
Chicago. 

Dec. 4-5-6-7-8 
*Planning Institute, Edgewater 
Beach Hotel, Chicago. 

Dec. 6-7-8 
Institute on Hospital Accounting, 
sponsored by Michigan Hospital As- 
sociation and Michigan State Col- 
lege, at East Lansing, Mich. 

Dec. 13-14-15-16 
Fellows’ Seminar, American College 
of Hospital Administrators Universi- 
ty of Chicago, Chicago, Iil. 


1951 


Feb. 28—March 1 
Association of Episcopal Hospitals, 
Hotel Congress, Chicago, III. 


Feb. 28—March 1 
Association of Methodist Hospitals, 
Hotel Congress, Chicago, IIl. 

Feb. 28—-March 1 
Commission of Benevolent Institu- 
tions of the Evangelical and Re- 
formed Church, Hotel Congress, 
Chicago, IIl. 

Feb. 28—March 1 
South-wide Baptist Hospital Associ- 
ation, Hotel Congress, Chicago, III. 

Feb. 28—March 1-2 
American Protestant Hospital Asso- 
ciation, Hotel Congress, Chicago, Ill. 
Executive director, Albert G. Hahn, 
administrator, Protestant Deaconess 
Hospital, Evansville, Ind. 

March 26-27-28 
New England Hospital Assembly, 
Hotel Statler, Boston, Mass. Secre- 
tary, Theodore F. Childs, Brockton 
Hospital, Brockton, Mass. 

April 4-5-6 
Southeastern Hospital Conference, 
Municipal Pier, St. Petersburg, Fla. 
Executive secretary and treasurer, 
L. H. Gunter, Veterans Administra- 
tion Hospital;. Montgomery 10, Ala. 


*For further information write American 
Hospital Association, 18 East Division 
Street, Chicago 10, Hi. 
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for. the best, 


prepare for the worst 


HE United States has always 

had time to prepare for war, and 
its various specialized «services have 
been able to prepare themselves for 
their parts in it. One of the most dis- 
turbing things about the war threat 
now confronting the country is that 
immediate attack is conceivable, 
against which there can be little de- 
fense or opportunity for preparation. 
To the American spirit, this fact must 
lead to every possible preparation for 
the ultimate disaster, rather than to 
a feeling of helplessness—and for hos- 
pitals in particular, this is absolutely 
necessary. 

During the terrific bombing Britain 
endured during World War II, hospi- 
tal people in this country read and 
heard with deep sympathy about 
what their friends there went through 
in their efforts to care for the injured 
in hospitals damaged or crippled, and 
with personnel killed or scattered. 

The inexorable trend of events 
makes it clear that it can happen here, 
too. This means that all hospitals, re- 
gardless of location, size or type of 
control, should prepare themselves, 
their personnel, stores and equipment, 
as well as their voluntary workers, for 
the coming of war to their communi- 
ties. 

The obvious reason for this sugges- 
tion is that the range of modern 
bombers brings virtually the’ entire 
country within reach of advanced 
bases in other parts of the world. 
Every: industrial city or town is thus 
a potential target. Also, complete ac- 
curacy cannot be relied upon as in- 
surance to any area to consider itself 
not important enough for attack. It 
might easily. suffer from a “miss,” 
either from a plane or a guided mis- 
sile. 

Considerable material has iene 
on civilian defense programs in gen- 
eral, and on the steps which in par- 
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ticular hospitals should take to pre- 
pare for disaster in their areas. The 
Civilian Mobilization Office in Wash- 
ington has published 4 good deal of 
such material, including manuals on 
the training of personnel for the han- 
dling of casualties. Every hospital 
should procure all available books 
and pamphlets of this character to 
see what can be done, even on a lim- 
ited scale, in preparation for future 
contingencies. 

It is obvious that certain targets are 
preferred for a bombing foray, wheth- 
er the weapon is the ordinary bomb 
or the atomic variety. It is taken for 
granted that the great industrial and 
metropolitan centers as well as the na- 
tional capital would be given top pri- 
ority by an enemy. Washington, New 
York, Boston, Philadelphia, Cleve- 
land, Detroit, Chicago, Pittsburgh, 
San Francisco, Seattle and Los An- 
geles might very well expect to be 
targets of choice should the worst 
come to the worst—which does not 
by any means suggest entire com- 
placency. to New Haven or Birming- 
ham, Denver or Cincinnati. 

With thousands of planes and am- 
ple supplies of bombs, even if not all 
are atomic, the enemy might devas- 
tate not merely the top targets, but 
the whole nation. It is with this night- 
marish picture that every hospital, as 
a matter of being ready for the situa- 
tion, should prepare to deal to the 
utmost limits of its ability. 

Dr. Marcus D. Kogel, commission- 
er of New York’s Department of Hos- 
pitals, recently considered it his duty 
to point out to a group of the city’s 
voluntary hospitals some of these 
facts, and giving appalling details 
about the atomic explosions in Hiro- 
shima and Nagasaki, with some in- 
ferences as to what would probably 
happen in the great metropolis of the 
Western hemisphere should a similar 
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attack on it occur.* One of the stag- 
gering facts brought out was that at 
Hiroshima pnly three out of 45 civilian 
hospitals could: be used. It was pointed 
out that in any area subjected to ac- 
curate atomic bombing, it would 


' therefore be necessary to be prepared 


to evacuate casualties systematically 
after first-aid treatment had been ad- 
ministered. 

The enormous extent of the prob- 
lem presented to hospital and medi- 
cal personnel by any such attack is 
indicated by the figures cited by Dr. 
Kogel. In any community struck, the 
job will be overwhelming, even though 
it is true that the number of casual- 
ties is proportional to the population, 
as are hospital and medical facilities. 
Fortunately, hospital people are more 
or less used to facing the difficult— 
and doing it. Should all-out war come, 
many Americans, in and out of the 
hospital field, will be confronted with 
the starkly impossible, and surmount- 
ing it. 

Disaster of one sort or another has 
come to many communities in this 
country, as for example to Perth Am- 
boy a few months ago, when an am- 
munition ship exploded with devas- 
tating results, great loss of life and 
many casualties. The fashion in 
which the Perth Amboy Hospital rose 
to the occasion is something of which 
all hospital people may be proud, 
since it is something which they are 
not presumptuous in believing they 
would find themselves able to do in 
the emergency. 

Rather than wait for governmental 
agencies, State or Federal, to ap- 
proach the institution with sugges- 
tions, requests or orders, let every 
hospital take the initiative in doing 
what it can with existing facilities for 
accomplishing its preparation. 

If war comes, let us be as ready as 
human energy and resources permit. 
If it does not come, who would say 
that the labor was in vain? Nobody 
in a hospital, surely, of all whose voca- 
tions lie there know, better than most, 
that preparation for the emergency 
which does not occur is one of the 
necessities of the job. Neither in ter- 
ror nor in despair, but in the course 
of their duty to themselves.and to 
society, the hospitals should be ready 
—for whatever may eventuate."’ 


*Dr. Kogel’s address is given, almost in 
full, beginning on page 25 of this issue. 
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A Quarter- Century Age 


Highlights of the August, 1925 issue of 
Hospital Management, seen in retrospect 


HE dominant theme of the August, 1925 issue was Food and Die- 

tetics. One article, entitled “A Peek at Food Costs in 31 Hospitals,” 
attempted to compare the costs in a number of institutions. The diffi- 
culty of doing this—just as there is difficulty today in obtaining compar- 
able How’s Business statistics—is brought out very well by a comment 
written by E. E. King, then superintendent of Baylor University Hos- 
pital, Dallas, Texas: 


“Tt is almost impossible to obtain comparative costs of much value 
in the hospital field as there is no standard under which the figures 
are based. One person figures one way and the next another. When 
it comes to figure food costs one superintendent will figure only 
raw food and the next will figure raw food, plus help. A third will 
figure raw food, plus help, lights, gas, etc. Another will omit special 
nourishments and still another will put them in. So it goes through- 
out the hospital field. There is a wide variance in the development 
of figures in the maintenance of various departments... .” 


Only one of the hospitals provided in its report the food costs on a per 
patient day basis. This was Mount Sinai Hospital, Chicago. For a three- 
month period, the food cost was $1.24 per patient day—which seems 
reasonable, in the light of the 1950 statistics on page 10 of this issue, 
which reveal that the national average for this department today is about 
$2.84. 


A meeting of the Minnesota Dietitians’ Association was reported under 
the heading, “Five Phases of Hospital Food Service.” This embraced 
the following subdivisions: Food Cart Service, the Central Diet Kitchen, 
Distribution of Food in a Private Hospital, Distribution of Food in a 
General Hospital, and Preparation and Service of Food for Special Diets 
and for General Patients. 

Very interesting to anyone not acquainted with the Mosaic injunctions 
governing the orthodox Jewish preparation and service of food, are two 
features concerning the culinary restrictions which hedge the mainte- 
nance of such strict observance. “Food Service under Mosaic Laws” 
discusses Mount Sinai Hospital, Chicago, which has two kitchens, one 
‘for the preparation of Kosher meats and the other for dairy product 
meals. Two sets of utensils, dishes and silverware were also necessary, 
kept in separate cupboards. At Beth Israel, in New York, two dishwash- 
ing machines were required, since the meat dishes could not be washed 
in the same machine as the milk djshes. During Passover week separate 
sets of milk and meat equipment all around were demanded. 

Other pieces relating to the thematic subject were, “A.D.A. Tentative 
Program Ready” (giving details of the annual convention’s planned 
events), and “Future Buyers Profit in Two Ways” (pointing out that 
hospitals which had ordered canned goods in advance were assured of 
their requirements of ‘short’ items at lowest prices). 


A quite complete story concerned the installation of furnishings and 
equipment for the splendid nurses’ home, McLaughlin Hall, at Harper 
Hospital, Detroit, Michigan. Three and three-quarter pages carry de- 
tailed enumeration of items, together with the cost of each. Typical of 
the very newest nurses’ accommodations, this residence, opened in 1922, 
housed 283 nurses on a par with those of a first-class club or hotel. 

The excellent system of “Employe Records at Montefiore” was ex- 
plained by Jacob Goodfriend, assistant general superintendent of the 
New York institution, with six illustrations of various forms used to 
prevent loss of uniforms and keys, to regulate the distribution of linen, 
and to maintain a complete statement of an employe’s status. If hospi- 
tals today are having trouble with these phases of personnel administra- 
tion, the article is well worth looking up. 











Red tape hampers 
British health 


HE effect upon buying efficiency 
of the British National Health 
Service indicated in the attached dis- 
patch to this magazine will not sur- 
prise American suppliers who have 
had dealings with government in this 
country. It is,-however, a fact in the 
general efficiency of the service which 
cannot be dismissed, and it is, as the 
story implies, no reflection on the 
people who work in the governmental 
system that their operations are ham- 
pered and slowed down by the red 
tape inseparable from officialdom. 
It should not be forgotten that 
these things could happen here. 
Here is the dispatch, as received 
from the Scottish Amalgamated Trade 
News Agencies, Glasgow, Scotland: 


NSTRUMENT and equipment firms 

specializing in the servicing of hospi- 
tals are far from happy at the trend of 
events since the nationalization of the 
health services. In the old days matrons 
and medical officers had authority, 
within their permitted buying powers, to 
order such equipment as was necessary 
for their undertakings. These buyers 
had a personal responsibility to their 
managements which prevented over- 
buying and from that point of view 
suppliers received only orders based on 
minimum necessities. But these orders 
were placed by men and women who 
knew their job and who had power to 
buy immediately. 

The much more complicated system 
involved in a nationalized industry has 
been much criticized, privately, by 
suppliers. Public criticism is obvious- 
ly difficult in view.of the fact that no 
supplier can openly antagonize the 
source of his bread and butter—even 
if that source is far from competent. 
It is of course, not suggested for one 
minute that all buyers are inefficient. 

They too, have their problems and 
are probably as much involved in the 
complications of nationalized adminis- 
tration as are suppliers. 

Objection is mainly levelled at the 
allegedly incompetent buyers and the 
host of officials who have replaced the 
more direct contacts formerly operat- 
ing. Even for the smallest item of sur- 
gical instrument, a complicated rou- 
tine has to be followed and the an- 
tagonism of the older generation of 
sellers can be fully appreciated when 
this more involved routine is compared 
with the older and simpler system. 

The fact that the service has got to 
work insures that these personal view- 
points are sunk and ignored, and at- 
tention devoted to the essential job of 
giving constant and efficient service 
whatever the difficulties or charges in- 
volved. 
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Who's Who in Hospitals 








Administrators 
Bartel, George J.—Resigned as super- 
intendent, St. Barnabas Hospital, 
Minneapolis, Minn., to become ad- 
ministrator, St. Mary’s Hospital, 
Montreal, Canada. 


Carroll, Richard, Mrs.—see O’Brien 
notice. 


Colby, John W.—Named superintend- 
ent, Shamokin Hospital, Shamokin, 
Pa. For the past 2 years Mr. Colby 
has been assistant superintendent, 
Children’s Hospital, Cincinnati, Ohio. 


Dunks, Abbie E.—Appointed director, 
Boston Dispensary, Boston, Mass., 
succeeding Frank E. Wing, who re- 
signed to devote his entire time to 
the directorship of the New England 
Medical Center. 


Folendorf, Gertrude R., Mrs.—Signi- 
fied desire to be relieved of her post 
as general administrator of all Shrine 
hospitals for crippled children. Mrs. 
Folendorf, director of the San Fran- 
cisco Shrine Hospital since 1923, 
considers the responsibilities of the 
combined posts to be too onerous 
for one person. 


Gee, Fay, Mrs.—Granted .a 6-months’ 
leave of absence from her post as 
superintendent, Goshen Hospital, 
Goshen, Ind., because she has been 
in ill health for some time and re- 
cently underwent major surgery. 
Mrs. Lois Sinner, Mrs. Gee’s assist- 
ant, has been named acting superin- 
tendent. 


Gilbert, Lloyd—Resigned as purchas- 
ing agent, N. C. Baptist Hospital, 
Winston-Salem, N. C., after four 
years in the post, to become adminis- 
trator of the Johnston Memorial 
Hospital, a 100-bed institution now 
under construction at Smithfield, 
N. C., to be opened soon. 


Lincke, E. J.—see Zucker notice. 


Lorimer, Bernard E.—Announced in- 
tention to resign in September from 
the post of superintendent, Midland 
Hospital, Midland, Mich., held since 
1945, to enter the U. of Chicago 
Course in Hospital Administration. 


Miller, John F.—Appointed adminis- 
trator, Union Hospital, Dover, Ohio, 
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People and changes 
make hospital news 








succeeding Robert L. Zucker. For- 
merly Mr. Miller, who received his 
Master’s degree in H. A. from 
Columbia in June, 1950, was assistant 
director, Jewish Hospital, Brooklyn, 
N. Y. 


O’Brien, Sue—Named superintendent, 
South Amboy Memorial Hospital, 
South Amboy, N. J., succeeding 
Mrs. Richard Carroll, who resigned 
after a 30-year tenure of office, due 
to ill health. Miss O’Brien formerly 
served as assistant superintendent. 


Pool, George F., M. D.—Resigned as 
superintendent, Sutter County Hos- 
pital, Yuba City, Cal. in order to 
undergo an operation and return to 
private practice. : 


Pool, Harry R.—Appointed manager, 
VA Hospital, Wilkes Barre, Pa. A 
veteran of 28 years’ service with the 
VA, Mr. Pool was previously assist- 
ant manager of Fort Snelling VA 
Center. 


Sinner, Lois, Mrs.—see Gee notice. 


Sister Margarita Maria—Head of Santa 
Teresita Sanitarium, Duarte, Cal. 
since its founding in 1930, Sister 
Margarita Maria last month observed 
the silver anniversary of her profes- 
sion as a religious. 

fF; | ! #| jail | iF, |o\ # 

Slatkoff, W. R., M.D.—Appointed ex- 
ecutive director, Maimonides Hospi- 
tal of Brooklyn (N. Y.). Dr. Slat- 
koff has previously served as assist- 
ant medical superintendent, Montreal 
General Hospital, Montreal, Canada. 


Turner, W. Wilson—Assumed duties 
of administrator, Alexandria Baptist 
Hospital, Alexandria, La. 


Wing, Frank E.—see Dunks notice. 


Woody, C. A—Named administrator, 
Hansford Hospital, Spearman, Texas. 
Mr. Woody, a senior member of the 
A.A.H.A., opened the Ozona Hospi- 
tal, Ozona, Texas, last Feb. 15 and 
served as its business manager, until 
assuming his present post. 


Zucker, Robert L.—Appointed admin- 
istrator, Massillon City Hospital, 
Massillon, Ohio, succeeding E. J. 
Lincke, who resigned last March. For 








the past 2 years Mr. Zucker has 
served as administrator of Union 
Hospital, Dover, Ohio. (See Miller 
notice.) 


Assistant Administrators 

Brett, Lawrence—Named assistant ad- 
ministrator, City Hospital, Winston- 
Salem, N. C. Previously Mr. Brett 
was administrator of Lexington Me- 
morial Hospital, Lexington, N. C. 
He is a graduate of Duke U. and 
Northwestern, U.’s Program in Hos- 
pital Administration. 


Clark, Ray S.—Named second assist- 
ant  superintend- 
ent, Royal Victo- 
ria Hospital, 
Montreal, Canada. 
A native of Lon- 
don, Ont., Mr. 
Clark is a veteran 
of the R.C.A.F. 
He has been serv- 
ing as personnel 
officer at the 
Royal Victoria 
Hospital for the past 2% years. 


Hamilton, Frank B.—Named adminis- 
trative assistant, Jackson-Madison 
County General Hospital, Jackson, 
Tenn. A graduate of the U. of Vir- 
ginia. Mr. Hamilton served in the 
Army Medical Corps 1940-46. 


Hew, Joseph S.—Appointed assistant 
superintendent, Bradford Hospital, 
Bradford, Pa. A graduate. of the 
Northwestern U. Program in Hospi- 
tal Administration, Mr. Hew was 
formerly at Penn Yan, N. Y. 


Hewig, Arthur — Appointed assistant 
administrator, Norton Memorial In- 
firmary, Louisville, Ky., following his 
year of administrative residency con- 
nected with the U. of Toronto’s 
Course in Hospital Administration. 
Prior to entering the H. A. field, Mr. 
Hewig was associated with the Kel- 
logg Foundation and the Crippled 
Children’s Commission of Michigan. 


Ulan, Martin S.—Became assistant ad- 
ministrator, Hackensack Hospital, 
Hackensack, N. J. Mr. Ulan, who has 
been consultant on Pharmacy and 
Pharmacology at the hospital, as well 
as an instructor in the school of nurs- 
ing, resigned as assistant professor 
in Rutgers U. Department of Phar- 
macy. 


Nursing and Nursing Education 

Blair, Mary E.—Appointed director of 
nursing, Lawrence Memorial Hospi- 
tal, New London, Conn., and princi- 
pal of the Joseph Lawrence School 
of Nursing there. After 3 years of 
Army service in the Pacific theatre, 
she attended the U. of Pennsylvania 
and received an M.S. in Nursing 
Education. Miss Blair has been con- 
nected with Lawrence Memorial 
since April, 1948. 
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no contact with outside air 


With the BAXTER CLOSED SYSTEM, 
blood can be drawn and stored for a 
maximum period; or, plasma or 
serum can be prepared—all without 
risk of contamination from 

outside air. 





controlled vacuum 


BAXTER containers utilize mechani- 
cally induced vacuum to draw a large 
volume of blood into the bottle. 

This vacuum permits transfer of 
blood or plasma from one container 
to another, aseptically, without any 
break in the closed technique. 


REASONS 
WHY 


steady flow 


During administration, air enters 
the container through an air 
tube. A steady flow of blood or 
solutions results, rather than 
intermittent gurgling. 


the BAXTER 
Closed System 
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faster and easier 


—— The BAXTER method is a model of 


g hetnaiinnl clitiney, imalicths, 
preferred method | be aka 


and safety, and can be brought 
of blood banking... 


is an established, 


into use instantly. 





standardized technique 


Because the BAXTER closed system 
is used in more hospitals than any 
other method, most nurses are 
thoroughly trained in the procedure. 


|. Plasma-dac 


BAXTER F 
0) Transfuso far | a demonstration of the complete 
apn BAXTER program of blood banking 
and parenteral therapy can be arranged 
without obligation. 






Manufactured by 
BAXTER LABORATORIES, INC. 


Morton Grove, Illinois - Cleveland, Mississippi 


Produced and distributed in the 11 western states 
by DON BAXTER, Inc., Glendale, California 


DISTRIBUTED AND AVAILABLE IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES e EVANSTON, ILLINOIS 
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LEFT: Martha Elizabeth Graham gj 


Memorial Award from Thomas 
G. Murdough, who represented 
Foster G. McGaw, president of 
the American Hospital Supply 
Corporation. 


RIGHT: Richard D. Vander- 
warker receiving the Malcolm 
T. MacEachern Award from 
Everett K. Hunt, representing 
the Johnson and Johnson Re- 
search Foundation. 


Both Miss Graham and Mr. 
Vanderwarker received Master’s 
degrees in Hospital Administra- 
tion from Northwestern Univer- 
sity on June 12 


receiving the Mary H. McGaw (7, 











Green, Annie Laurie—see Hutchings 
notice 


Harmon, Marjorie—see Hendrix notice 


Hendrix, Florence—Resigned as direc- 
tor of nurses, Wallace Hospital, Leb- 
anon, Mo. Marjorie Harmon, R.N., 
was named acting director. 


Hutchings, Marie— Named superin- 
tendent of nurses, Randolph Hospi- 
tal, Asheboro, N. C., after having 
served in that capacity at Piedmont 
Memorial Hospital, Greensboro, 
N. C., for the past 12 years. She suc- 
ceeds Annie Laurie Green, who re- 
signed after 10 years to join Ran- 
dolph’s anesthesia staff on a full-time 
basis. 


Janata, Barbara, R.N.—Appointed di- 
rector of nurses, Baroness Erlanger 
Hospital, Chattanooga, Tenn. She 
comes to her new post from South 
Baltimore General Hospital, Balti- 
more, Md., where also she was direc- 
tor of nurses. Miss Janata has an 
M.A. in Nursing School Administra- 
tion and Education from Columbia 
U., as well as a B.S. from Loyola U., 
Chicago. 


Logan, Laura—Honored for her long 
and valuable career in the nursing 
field by a dual recognition. The 
nurses’ residence at the College of 
Nursing and Health of the U. of 
Cincinnati has been named Laura 
Logan Hall, and her portrait was 
hung at the Cook County School of 
Nursing, Chicago. Miss Logan is at 
present director of the school of nurs- 
ing and of nursing service at City 
Hospital, St. Louis, Mo. 


Metzger, Amalia—Assumed duties as 
director of the school of nursing, 
Luther Hospital, Eau Claire, Wis., 
after having served for 7 years as 
assistant director of the Memorial 
Hospital School of Nursing, Spring- 
field, Ill. Her successor is Mrs. Helen 
McCoy Muxo, R.N., who has been 
a clinical instructor there since 1948. 


Murdoch, Jessie M.—See 
notice. 
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Murphy 


Millard named to post 
with A.C.H.A. 

Avery M. Millard, Washington, 
D. C., has joined the staff of the 
American College of Hospital Ad- 
ministrators, Chicago, as assistant 
executive secretary to Dean Conley. 
Mr. Millard succeeds George S. Buis, 
who left July 1 to become director of 
the Course in Hospital Administra- 
tion at Yale University. 

Mr. Millard was named to the po- 
sition at a meeting of the Board of 
Regents of the College. A nominee in 
the College, he holds an M.B.A. de- 
gree from the University of Chicago 
where he completed his course in hos- 
pital administration in 1946. 

In his new post, Mr. Millard will 
assist in the direction of institutes 
held for hospital administrators at 
periodic intervals. These short courses 
of one or two weeks’ duration are 
sponsored by the College in coopera- 
tion with various universities. 


Blue Cross leader 
succumbs 

Edson P. Lichty, 49, executive di- 
rector of the Blue Cross Plan for 
Hospital Care and the Illinois Blue 
Shield Medical-Surgical Care Plan, 
died suddenly late July 26 following 
a heart attack near Rhinelander, Wis. 

Mr. Lichty became executive di- 
rector of Blue Cross on July 1, 1946 
and was named to the same position 
with Blue Shield following its or- 
ganization by the Chicago Medical 
Society in January, 1948. 

During his tenure of office, Blue 
Cross membership in Illinois grew 
from 660,000 (as of 1944) to 1,886,- 
420 today. He was also an ardent sup- 
porter of Blue Shield, which has at- 
tained a membership of 234,061 in the 
past two and one-half years. 


Murphy, Anne M.—Appointed director 
nursing at the Medical Center, Jersey 
City, N. J., succeeding Jessie M. 
Murdoch, who resigned recently. Be- 
fore the appointment, Miss Murphy 
was professor of Nursing Adminis- 
tration at the U. of Indiana. 


Muxo, Helen McCoy—see Metzger 
notice 


Neary, Agnes—Named director of nurs- 
ing, J. C. Blair Memorial Hospital, 
Huntingdon, Pa. 


Nelson, Olive Lydia—Appointed su- 
perintendent of nurses and principal 
of the New England Deaconness 
Hospital School of Nursing. Miss 
Nelson will assume her new duties in 
September, succeeding Margaret M. 
Shrader who is retiring from active 
nursing service. 


Miscellaneous 


Ayers, Margaret, Mrs.—Named house- 
keeper, Baptist Hospital, Beaumont, 
Texas, after resigning as housekeep- 
er of the Edson Hotel, a position she 
had filled for 13 years. 


Berdan, Elsie T.— Appointed chief, 
Nursing Branch, Division of Hospi- 
tals, USPHS, succeeding M. Con- 
stance Long, resigned. Miss Berdan 
holds the grade of Senior Nurse 
Officer in the Regular Corps., PHS. 


Blend, John F.—Appointed business 
manager, Jackson-Madison County 
General Hospital, Jackson, Tenn. A 
Bachelor of Business Administration 
(Tulane U.), Mr. Blend obtained 
hospital experience during several 
years as accountant and auditor at 
Southern Baptist Hospital, New 
Orleans, La. 


Long, M. Constance—see Berdan notice 


Oliver, W. Terry—Elected president, 
Association of Hospital Personnel 
Executives of New York. Mr. Oliver, 
personnel director of Roosevelt Hos- 
pital, will succeed Harvey Schoenfeld, 
assistant director of Maimonides 
Hospital, who completed two years 
as the Association’s first - president. 


(Continued on page 54) 
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y MAGNIFIED SPEED-SET CONTROL “NITE-GLOWING” 
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l Clear, accurate readings control knob or Read them... 

w in an instant!... conventional adjust- make adjustments 
7 without squinting! ing key—optional. without light, they 
: 3 glow in the dark. 

el DEPENDABLE CONTROLS COST LESS THAN SERVICE 

: Get this free book! 











“Plan Your Hospital’s Atmosphere” is the book 
that tells the full story of automatic temperature 
control. It describes the special benefits of 
individual room control and many other modern 
trends. Simply address a card to Minneapolis- 
Honeywell, Minneapolis 8, Minn. 
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Parnell, Christopher G., M.D.—Ap- 
pointed consultant for the Oakland 
Hospital, Birmingham, Mich., which 
is still in the planning stage. A for- 
mer medical director of Rochester 
General Hospital, Rochester, N. Y. 


Rudiger, H. F.—Named president of 
the Hospital Council of Brooklyn, 
Long Island and Staten Island. 


Board Presidents 


Baar, Emil N.—Re-elected president, 
Jewish Hospital of Brooklyn (N. Y.) 


Clark, G. H.—Named president, Page 
County Memorial Hospital Associa- 
tion, Luray, Va., succeeding Ashby 
Herndon. 


Clarke, Eugene C.—see Nichols notice 
Cole, Alva L.—see Philliber notice 


Davenport, Harry B.—Elected presi- 
dent, Forrest S. Chilton 3rd Memo- 
rial Hospital Association, Pompton 
Plains, N. J. 


Flounders, Charles L.— Re-elected 
president, board of managers, Chester 
Hospital, Chester, Pa. 


Herndon, Ashby—see Clark notice. 


Kingsbury, Chester L.—Elected presi- 
dent, board of trustees, Elliott Com- 
munity Hospital, Keene, N. H., suc- 
ceeding George A. Ripley, who be- 
came chairman of the board. 


Loyda, Fred J.—Named president, 
board of trustees, Muskegon Osteo- 
pathic Hospital, Muskegon, Mich., 
succeeding Albert Timmer, who was 
elected treasurer. 


Nast, M. M.— Re-elected president, 
Corry Memorial Hospital Association, 


Corry, Pa. 


Nichols, A. L.— Elected president, 
board of directors, Chambersburg 
Hospital, Chambersburg, Pa., suc- 


ceeding Eugene C. Clarke. 


Philliber, Robert S.—Elected president, 
board of directors, Adrian Hospital, 
Punxsutawney, Pa., succeeding Alva 
L. Cole, who takes the post of treas- 
urer. 


Raub, Frank P.—Re-elected president, 
board of directors, Renovo Hospital 
Association. Mr. Raub is general 
foreman of the Pennsylvania R.R. 
shops in Renovo, Pa. —~ 


Ripley, Geo. A.—see Kingsbury notice. 


Robbins, Frank A.—Re-elected presi- 
dent, board of managers, Harris- 
burg Hospital, Harrisburg, Pa. 
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NORTHWESTERN UNIVERSITY RESIDENCIES 


The following students have completed their academic training as candidates for the 
Master’s degree in Hospital Administration at Northwestern University, and the 
following list indicates the location of their forthcoming residencies. 

Amicarella, hienry G. A. W. Currie, M. D., Colorado General, Denver 
adm. 
Axelson, Nils G Edgar C. Hayhow, East Orange (N. J.) Gen- 
Ph. D., adm. eral 
Bale, Johr E. Atwood Jacobs,adm. The Reading (Pa.) Hos- 
pital 
Barden, Norn P. F. Lucchesi, M.D., 


Brothertor, Geo. ‘J 
Carlisle, Benny 
Cipala, Marian F 


Detrick, Pa: 
Ferguson, [an 


Gettman, Job 
Hall, Dwayne lL 


Hill, Walde A. 
Jacobson, Robert T 


Lilli, Josep: A. 
McHugh, Raymond T 


May, Freeman 
Moburg, Kenneth D 
Monardo, George D. 


Nichols, Marvin W 
Oberg, Albin H. 


Quinn, James W. 
Quittmeyer, Ernest W. 
Sandahl, Robert A. 
Scalzo, Donald F. 
Sejnost, Richard L. 
Smith, Carlos J. R. 


Waldo, Proctor L. 
Wickham, Ned W. 


dir. 
Rev. B. Boone, adm. 
Boone Powell, adm. 
Arthur L. Bailey, adm. 


Bruce Dickson, supt. 

R. S. Gass, M.D., 
suprv. 

Jack A. L. Hahn, supt. 

S. A. Ruskjer, adm. 


Boone Powell, adm. 

A. F. Branton, M.D., 
adm. 

Sidney Bergman, adm. 

Alfred E. Maffly, adm. 


Frank S. Groner, adm. 


Kenneth Babcock, 
M.D., dir. 

Arthur J. Will, supt. of 
charities, 

Harold Wright, supt. 

William S. Brines, dir. 


A. Bailey, adm. 


Richard D. Vander- 
warker 
William L. Coffey, adm. 
Hans S. Hansen, adm. 
E. Dwight Barnett, 
M.D. dir. 
J. M. Crews, supt. 
Ralph M. Hueston, supt. 
D. O. McCluskey, Jr., 
adm. 


Philadelphia (Pa.) Gener- 
al 


Methodist, Dallas, Texas 

Baylor U., Dallas, Texas 

Jefferson-Hillman, B’ng- 
ham 

Bethany, Kansas City 

E. Tenn. TB, Knoxville 


Memorial, Fremont, O. 

Waverly Hills (Ky.) San- 
atorium 

Baylor U., Dallas, Texas 

Baroness Erlanger, Chat- 
tanooga 

Montefiore, Pittsburgh 

Herrick Mem., Berkeley, 
Cal. 

Baptist Memorial, Mem- 
phis 

The Grace Hospital, De- 
troit 

Los Angeles 


Methodist, Sioux City, Ia. 

The Malden (Mass.) Hos- 
pital 

Jefferson - Hillman, B’ng - 
ham 

Passavant Mem., Chicago 


Milwaukee Co. Institutions 
Grant, Chicago 
Harper, Detroit 


Methodist, Memphis 

Wesley Mem., Chicago 

Druid City, Tuscaloosa, 
Ala. 





Ruch, Clarence A.—Re-elected presi- 
dent, Berwick Hospital, Bloomsburg, 


Pa. 


Timmer, Albert—see Loyda notice. 


Whyel, Thomas M.—Elected president, 


boro, La. Coroner of Franklin Parish 
from 1920 to 1930 and from 1940 until 


his demise, Dr. Rodgers was a mem- 
ber of the Winnsboro Masonic lodge, 


the Franklin Parish Medical Society 


and the Louisiana State Medical 


Society. 


board of trustees, Uniontown Hospi- 


tal Association, Uniontown, Pa. 


Deaths 


Piper, Ralph E., Sr., 50—Supervisor, 
Rochester State Hospital, Rochester, 
N. Y. Former Suffolk County Com- 
mander of the American Legion, Mr. 





Shown in the group picture on page 32 
are the following graduates of the Pro- 


gram in Hospital Administration at North- 
western University: 


Left to right, front row: John James, 
Frederick Hubb 


ard, Robert Campbell, 


_ Piper helped organize the first air 
raid warning service on Long Island 
in World War II. 


Reinhold, Charles F., 69—Superin- 
tendent of Warren Hospital, Phillips- 
burg, N.J., until his retirement last 
May. 


Rodgers, J. D., M.D., 70—Head of 
Rodgers Clinic and Hospital, Winns- 


Carl Rinker, Carl Heinze, Kathryn Fugle, 
William Anderson, Peter Terenzio, Dr. 
MacFachern, Bess Graham, Edward Tol- 
son, Marjorie Sanders, Ernest Bennett, 
Stanley Volga, Floyd Krohn, Capt. Charles 
Wilcox, William Williams, Paul Askue. 


Back row: Horace Burgin, Ernest 
Ryberg, Antonia Ramos, Alfred Riley, 
Evelyn Millis, Lea Beaudro, Charles 
Greene, Manuel Segall, Dr. L. Angulo- 
Arvelo, David Constantine, Richard 
Vanderwarker. 
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FOR BETTER VISION SPECIFY THERMOPANE 
MADE WITH POLISHED PLATE GLASS 


architects with Skidmore, Owings and Merrill, associated. 


This is a view through a Thermopane window wall in a typical 
ward in the boys’ wing of the Northern Indiana Children's Hospital, 
South Bend, Ind. Pohimeyer & Pohimeyer of Ft. Wayne were the 

















Glass Walls—Insulated—Save Money 





Thermopane* insulating glass makes 
window walls highly economical as 
well as cheerful and modern. 

Thermopane is two panes of glass 
with a dry air space sealed between. 
With a 14” air space this gives it the 
insulating value of a solid ten-inch 
brick and concrete wall. Compared to 
single glazing, Thermopane cuts in half 
the heat transmitted through glass 
areas. So, with Thermopane, your heat- 
ing and air conditioning costs are 
greatly reduced. 

Comparing construction costs, this 
should also be kept in mind: when 







Two Panes of Glass 


Blanket of Dry Air 
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Bondermetic Seal* 
(Metal-to-Glass) 


walls are Thermopane, costs of exterior 
masonry, furring, interior plaster and 
paint are eliminated. On a square foot 
basis, you'll find it an economical wall. 

With Thermopane you can provide 
patients with all the sunshine, day- 
light and view they want, without 
fear of drafts and chilliness in winter. 
Thermopane brings the comfort zone 
close to the window, giving you max- 
imum use of floor space. 

Write for our brochure, “‘Daylight- 
ing for Hospitals”. And discuss the 
economies and values of Thermopane 
with your architect. *® 


Ke) Shermopane 


MADE ONLY BY LIBBEY°OWENS-FORD GLASS COMPANY 
5885 Nicholas Building, Toledo 3, Ohio 
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Gifts to Hospitals 





The Lord loveth 
a cheerful giver. 








Wohl continues career 
as philanthropist 

A gift of $100,000 from Mr. and 
Mrs. David P. Wohl of Clayton, Mo., 
will be used for furthering the Jewish 
Hospital of St. Louis plans for expan- 
sion of its north wing. 

In 1947, Mr. Wohl made a gift of 
$500,000 to the city of St. Louis for 
the construction of two health cen- 
ters. In 1949, he gave $30,000 to the 
St. Louis University School of Medi- 
cine for a wing to house the Wohl 
Memorial Institute of Experimental 
Surgery. 


Labor union becomes 
a "founder" of N. Y. 
medical center 

The International Ladies’ Gar- 
ment Workers’ Union donated $10,000 
to the New York University-Bellevue 
Medical Center last month. 

David Dubinsky, president of the 
ILGWU, said in reference to the gift, 
“My associates and I have always 
been deeply concerned with the plight 
of wage-earners who, because of phys- 
ical disability, cannot support them- 
selves. This project is one which we 
feel will restore numerous individuals 
to productive life, and provide a 
sound basis for cooperation between 
industry and labor.” 

Mr. Nevil Ford, general chairman 
of the public appeal on behalf of the 
Center, noted in reply that “...the 
contribution of the ILGWU.. .gives 
the Union the distinction of being the 
first labor organization to become a 
Founder of the Center. The name of 
the. ..Union will be permanently in- 
scribed in the Center’s Founders and 
Patrons Court.” 


Unification is. trend 
in hospital drives 

It has been repeatedly recognized 
that the flow of major gifts to hospi- 
tals has thinned necessarily in the 
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So do hospitals. 


past quarter-century because of 
changes in economic condition. As a 
result, most hospitals have come to 
depend more on a greater number of 
relatively smaller gifts, than to rely 
as they once did on princely benefac- 
tions or subsidies from a few donors. 

This has meant an intensification 
of appeals to the general public—not 
only annually in order to make up 
fiscal year deficits, but more particu- 
larly for special drives such as struc- 
tural expansion or the addition of 
essential but expensive additional 
equipment. (An interesting and useful 
by-product of this dependence has 
been the development of increasing 
consciousness, on the part of hospital 
administrators, that good public re- 
lations are absolutely necessary to the 
continued existence of the voluntary 
non-profit institution.) 

The multiplication of separate ap- 
peals is not burdensome to the aver- 
age citizen during periods of prosperi- 
ty, but when prices out-range wages, 
and the going begins to get a little 
tougher, a natural resentment may 
be engendered in John Q. Public by 
repeated pleas for assistance by one 
hospital after another. 

As a result, there is an increasing 
trend to the unification of hospital 
building campaigns, especially, with- 
in a city or area. 

Detroit, Michigan; Columbus, 
Ohio; Rochester, N. Y.; Harrisburg, 
Pa.; and Bridgeport, Conn.; are 
among cities which have found that 
federated drives pay off in cash, as 
well as in better public relations. 

No community today can afford to 
ignore the advantages which the ex- 
perience of many localities has shown 
to be inherent in a joint drive for 
funds. If individual gifts are lagging, 
it will be to the interests of your in- 
stitution to investigate the possibility 
of incorporating the broadcast of your 
need with those of your hospital 
neighbors. 





Kansas woman becomes 
three-time donor 


Previously, Miss Hannah Roubach 
of Gorham, Kansas, had made dona- 
tions of $1,000 and $2,000 to the Ells- 
worth County Veterans’ Memorial 
Hospital, Ellsworth, Kansas. 

Recently, however, although she 
did not desire publicity, it leaked out 
that a far more substantial gift had 
been made. The hospital therefore 
made a public announcement last 
month that Miss Roubach had given 
another unsolicited sum to the insti- 
tution. This time it was $45,000. 


Affection for town of boyhood 
brings it a new hospital 


George T. Dunlap was six years old 
in 1870 when his parents moved to 
Orrville, Ohio, and he remained there 
until he left home in his twenties to 
seek his fortune in the big city.' That 
career is well known, culminating as 
it did in the organization of Grosset 
& Dunlap, the largest reprint publish- 
ing house in the world. 

Five years ago, C. S. Milhon of 
Orrville, announced that his brother- 
in-law, Mr. Dunlap, wished to estab- 
lish a fund of $200,000 for the erec- 
tion of a hospital there. (Mr. Dunlap 
himself has resided for many years in 
Pinehurst, N. C.). This sum was later 
increased to $500,000, and work was 
initiated last September. The 41-bed 
hospital—to be named the Dunlap 
Memorial Hospital—will be opened 
in 1951. 


Chicago's Presbyterian gets 
$78,000 from J. M. Simpson 

Presbyterian Hospital, Chicago, 
Ill., received a contribution of $78,000 
from John M. Simpson. The sum will 
be used to build and equip two large 
classrooms in the 16-story Nurses’ 
School and Residence now under con- 
struction. 

The classrooms will be dedicated in 
memory of Mr. Simpson’s father, the 
late James Simpson, a former presi- 
dent of Marshall Field & Co., as well 
as chairman of the boards of the 
Commonwealth Edison Co. and the 
Public Service Co. of Northern Iili- 
nois. 

John M. Simpson is president of the 
A. M. Castle Co., steel jobbers, and a 
member of the board of managers of 
Presbyterian Hospital. 


HOSPITAL MANAGEMENT, August, 1950 























@ New standards of asepsis for body 
cleansing procedures are established 
when you adopt Gamophen, the new 
bar soap which contains hexachloro- 
phene, the most effective, longest 
acting skin antiseptic known. 

Gamophen was specifically com- 
pounded to meet the exacting re- 
quirements of the medical and 
hospital professions. The soap base 
provides optimum release of hexa- 
chlorophene’s prolonged antibacte- 
rial properties, without irritating or 
drying the skin. Consistent use 
maintains a low bacterial count on 
the skin. 

Gamophen is a hard-milled soap, 
made by the same methods as the 
































Surer, more economical way to use hexachlorophene, 
the great new skin prophylactic 





GAMOPHEN VS. 

GREEN SOAP AND IODINE 
ORGANISMS; Staphylococcus, 
Streptococcus, Escherischia coli 

“Percentage 
of Sterility’ 
Antiseptic Total No. (Organisms 
Agent of Tests Killed) 
Tr. Green Soap 207 21.3 
Tr. lodine 312% 319 71.4 
GAMOPHEN SOAP 222 97.7 
Organism: Clostridium welchii 
Tr. Green Soap 33 9.0 
Tr. lodine 342% 120 57.5 
GAMOPHEN SOAP 71 63.0 











highest grade toilet soaps. It is eco- 
nomical in use. Has no objectionable 
“perfumed” odor. 

Phone your surgical dealer now to 
send you a case of Gamophen Soap 
for trial by your staff. 


Name 


‘W P R OTE GIO i for patients and personnel 








WHAT YOU GET IN GAMOPHEN 
pAntibacterial Action. 


Sustained low count in regular use. 
3Emollient effect—no irritation. 


Your skin retains its normal texture. 
Gamophen is free from objectionable, 
drying features of liquid soap. 

5Quick, rich lather in any water. 

6 Excellent cleanser in daily toilet. 

7Convenience—may be used any- 
where. 

Economy-—less than half the cost of 
liquid soap. 

Tremendous Time Saver Before Sur- 
gery—3-minute scrub is sufficient. 

cane hexachlorophene (2%) — 


most effective, longest-acting skin anti- 
septic known. 


GAMOPHEN ANTISEPTIC SOAP 


(May be clipped and pasted to Penny Post Card) 
ETHICON, New Brunswick, N. J. 


Please send Gamophen Soap and Literature. 
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Hospitals and the Law 





And ignorance 





is no excuse 


Legal liability, the hospital 


and the medical record 


[Editor's note: The first half of Mr. 
Harper’s address before the Illinois 
Chapter of the American Association 
of Hospital Accountants on June 22 
was reported in the July issue of Hos- 
PITAL MANAGEMENT. Because of the 
technical nature of the subject, and 
in the interests of accuracy, Mr. 
Harper generously made available the 
actual text of his address, and the sec- 
ond half of this is presented below.| 


Ownership of 
hospital records 

In an analysis of the question of 
the ownership of hospital records it is 
not realistic to discuss the medical 
record as an entirety. There are, first, 
those parts of the record obtained 
from the personal interview, includ- 
ing the social and medical history of 
the patient. Second, there is the part 
which is made up as a history of the 
patient’s stay in the hospital—es- 
sentially only a record of medical 
diagnosis, treatment and patient re- 
action, and including the notes of 
both nurse and attending physician. 
Finally, there are the x-rays and 
charts (which may be kept separate- 
ly). 

As to the first two parts, owner- 
ship is clearly in the hospital; these 
are as obviously property of the hos- 
pital as are accounting records. Hayt 
and Hayt say flatly, as to this part 
of the medical record, “It is no more 
the property of the patient than the 
merchant’s book is the property of the 
customer.” As for x-rays and charts, 
the decision in a Michigan case has 
held that these are the property either 
of the physician who made them or 
of the hospital who paid for them. 
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by JAMES R. HARPER 


Instructor, College of Commerce 
Northwestern University 
Chicago, Illinois 


Mr. Peter Terenzio, in an article in 
the Journal of the American Associa- 
tion of Medical Record Librarians, 
objects to an analysis upon the basis 
of property rights in the medical rec- 
cord, observing that the record has no 
intrinsic value and is not subject to 
sale—and hence should not be re- 
garded as property. He advances a 
theory that the hospital merely acts 
as trustee for the benefit of the hos- 
pital, the patient and the doctor. 

It seems to me, however, that the 
analysis of the problems surrounding 
the medical record is clarified by a 
premise of ownership. Briefly, I am 
of the opinion that the hospital is the 
only party to the relationship de- 
scribed as a trust by Mr. Terenzio 
who may have free (unrestricted) ac- 
cess to the record. And the hospital is 
no more restricted in its use of the rec- 
ord than it is in the use of its other 
property. The legal principle involved 
is that a person may use his property 
in any way he may choose, so long as 
it is not used to the prejudice of the 
personal or property rights of an- 
other. 

Privilege 

Misunderstanding of the law re- 
lating to “privileged communica- 
tions” has led to much confusion. By 
privilege we mean the legal obligation 
not to divulge information except by 
express permission of the one who 
originated such information. 

The only privilege that exists apart 
from statute is the privilege accorded 
the information disclosed in the at- 
torney-client relationship. 

By statute in Wisconsin the patient- 
physician relationship, however, is 
privileged. The privilege may be 





stated thus: “A licensed physician or 
surgeon cannot, without the consent 
of his patient, be examined (and this 
is particularly important in a criminal 
case) as to any information acquired 
in attending the patient which was 
necessary to enable him to act or pre- 
scribe for the patient.” 

The extent to which the hospitai 
record is privileged is dependent up- 
on the physician-patient privilege. 
The hospital record is not privileged, 
as such, the only parts which are so 
being those communications made to 
the doctor in the course of treatment. 

It is not a violation to release the 
results of various alcohol tests to 
police even if the test is made by the 
attending physician, because the test 
is not an incident of the treatment. 

In my opinion, the hospital, even 
in Wisconsin, is justified in not re- 
leasing medical record information, 
not because of the doctrine of privi- 
leged communication, but because it 
is morally wrong to breach a confi- 
dence. 

In Illinois, there is little or no pos- 
sibility that successful suit against a 
hospital could be maintained, when 
information was disclosed, unless the 
disclosure was untrue. In Wisconsin, 
one would have to show a money loss 
as a result of such disclosure. 

If the disclosure is later found to 
be untrue, there are only three classes 
of cases at this time which pose a 
threat of liability. First, statements 
which tend to injure one in his busi- 
ness or profession; second, statements 
which indicate that one is afflicted 
with a “loathsome disease”’; and third, 
statements which in effect charge one 
with a crime. In all other cases it is 
necessary to allege and prove specific 
money damages. 

These conclusions may be drawn 
from the preceding: 

The contents of medical records 
are withheld on moral and not on 
legal grounds. As far as liability is 
concerned, the possibility of damages 
is remote. Examples of disclosures 
which if untrue might be dangerous, 
are (1) disclosure of any part of the 
record which might reflect upon the 
competency of a doctor or any other 
disclosure which might reflect upon 
a man in his business or profession; 
(2) disclosure that a man is a dope ad- 
dict or any other disclosure that 
would suggest criminal violation; (3) 
disclosures imputing infection with 
syphilis or other loathsome disease. 
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babies 





Ready-to-use S-M-A 
is patterned after human milk 


. . . . With respect to quantity and quality of es- 
sential nutritional factors. The nutritional history 
of S-M-A infants is similar to that of breast- 
fed infants. 

S-M-A babies are well developed, with firm 
tissue; they are happy and contented. 

The stools of S-M-A infants closely resemble 
those of breast-fed infants in color, odor, consist- 
ency and bacterial flora. 


Vitamin C Added 


S-M-A Powder—1 Ib. cans 








Wyet (\ncotporated « Philadelphia 3, Pa. | Wiech 
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However, it should be borne in 
mind that defense by proving the 
truth of a disclosure, is an absolute 
defense. 

Now let us examine the uses to 
which the record may be put. 


Use by the Hospital 

The hospital may use the record 
for any purpose reasonably related to 
the treatment of patients of the hos- 
pital. It is clear that the hospital 
may use the entire record in clinical 
teaching material though it may be 
desirable to leave out the names of 
patient and physician in the discus- 
sion. The record should also be made 
available to doctors of the staff as a 
part of the study pertinent to ‘treat- 
ment of other patients of the hospital. 

In brief, any use may be made of 
the record which is reasonably re- 
lated to the care of patients. 
Use by the Patient 

It is usual to disclose pertinent 
parts of the record to the patient, but 
neither the patient nor any member 
of the family should ever be given ac- 
cess to the record itself. Disclosures 


should be limited to answering spe- - 


cific questions. Questions often arise 
as to when to give information to the 
patient where the request is made by 
mail. Here a rule of procedure should 
be adopted: the signature of the pa- 
tient should be kept on file and no 
disclosure should be made ‘except in 
answer to an inquiry made over a 
signature that matches the signature 
on file. 


Insurance Companies 

The adjusters for insurance com- 
panies are the ones who can cause the 
greatest difficulty. Release of infor- 
mation should not be made to the in- 
surance company except on the re- 
quest of the patient and even then the 
record itself should be refused and 
information given only in answer to 
specific questions. There is a real con- 
flict of interests in this matter: in the 
first place, payment of the hospital 
bill is often dependent upon payment 
from the insurance company, so it is 
to that extent desirable to aid the 
company in any way that may facili- 
tate prompt payment, but on the 
other hand, it should not be forgotten 
that insurance adjusters want the de- 
tails for one reason and that is to avoid 
liability. 
When to Release the 
Information and How 

It is recommended that written re- 
leases of information regarding medi- 
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cal records should be made only on the 
hospital’s own forms. These forms are 
in use in most if not in all of our 
larger hospitals, and copies can be se- 
cured without too much difficulty. 
The cost of printing will be more fhan 
compensated for by the time saved 
through familiarity with the form. 
Each insurance company has its own 
form and they are difficult to handle. 

The hospital record itself should 
not be released except in response to 
a subpoena duces tecum. This is a 
subpoena issued by a court, calling 
for named records to be brought in to 
court by those who actually made the 
record or who supervised its prepara- 
tion. The point to be emphasized here 
is that records should not be released 
in response to a notary public sub- 
poena, which is often used in Illinois; 


-this need not—and indeed should not 


—be honored. 


How Long Should the 
Record be Kept? 

There is no time fixed by law for 
the retention of medical records, but 
the record of adults may be needed 
legally for the duration of the.statute 
‘of limitations. 

In Illinois the statute of limitations 
is 

Personal injury suits ..... 6 years 

Libel and slander suits: . 

In Wisconsin, the following obtain 3. 

Personal injury suits ....6 years. 

Action for wrongful death.2 years. 

It is important to note that the 
statute of limitations does not begin 
to run against minors until the in- 
jured party reaches his majority. As 
a legal implement, therefore, the rec- 
ords of the hospitals should be kept 
a minimum of 25 years. 


Violation of Privacy 

It has been emphasized that there 
is no possibility of liability for un- 
authorized disclosures if the state- 
ments were true. There is, however, a 
budding theory of the law upon which 
individuals or hospitals might be held 
even though the statements were true. 
Damages are allowed in some states 
for violation of the right of privacy. 
(This theory has been specifically re- 
jected in Wisconsin and no case has 
yet been presented to the Illinois 
courts of record.) 

The first case presented to the 
courts was in New York and arose 
from the unauthorized publication of 
a beautiful young lady’s picture as 
part of a tobacco advertisement. Up- 
on suit for damages, the court could 


-. 1 year.:, 





find nothing in the law on which to 
base recovery and as a result the com- 
pany was found not liable. As a re- 
sult, a statute was passed providing 
liability in such case. 

Later, in Georgia, liability was 
found in a case involving similar 
facts even though no act had been 
passed. In its original form, the ac- 
tion was allowed only in cases of un- 
authorized use of photographs for 
commercial purposes. The theory has 
grown somewhat in; its application, 
and it is reasonable to assume that 
any unauthorized use of photographs 
in connectiah With any form of pub- 
licity may be the subject of an action. 
The. usé—at least in Illinois—of 
photographs in annual reports should 
be more carefully cleared than has 
been the-practice in the past. A writ- 
ten waivenflor the publication of pic- 
tures should always be obtained. 


There are other implications to the 
theory of violation of privacy, too. 
Any publicity which violates the or- 
dinary decencies, for example, release 
of details concerning the deformity of 


‘~achild; should be carefully cleared 


with the parents or guardian. 

A quick survey of cases in which 
damages have been allowed, shows 
that in an early Michigan case, dam- 


‘ages were allowed for intrusion upon 


childbirth. A physician took a non- 
professional friend with him to attend 
a confinement; the physician did tell 
the father that he had brought “a 
friend along to help him carry his 
bags,” and this would ordinarily con- 
stitute notification. The father claim- 
ed, however, that he had been de- 
ceived. Written consent should al- 
ways be obtained. 

This much may be said regarding 
the theory of violation of privacy: 
there can be recovery in some cases 
in a few states upon the doctrine that 
an individual has a right to be let 
alone in his own affairs. 

In summary, it may be concluded 
that Wisconsin has absolutely re- 
jected any theory of damages based 
upon the right of privacy, and that 
Illinois law is not yet defined on the 
subject. It may be repeated then with 
some confidence that a hospital need 
have little fear of liability for unau- 
thorized releases of information or 
pictures, even in Illinois. As a matter 
of public relations, however, the hos- 
pital should adhere to some _ estab- 
lished procedure for press releases of 
all sorts. 
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Adaptable to existing installa- 
tions of “American” cylindrical 
and rectangular Surgical Supply 
Sterilizers, Milk Formula Steri- 
lizer-Disinfectors and Steam 
Jacketed Laboratory Autoclaves 
—RECESSED OR OPEN 
MOUNTED—now equipped with 
Top Operating Valve. 


> DESIGNERS 


A NUTSHELL 





SELECTO 





—a revolutionary’ unit which electromatically governs STERI- 
LIZING—EXHAUSTING—DRYING phases by simultaneous sei- 
ting of 3 simple dial buttons . . . thus relieving operator for other 
duties during the entire period of the sterilizing cycle. 


Additional highlights— 
Permits greater load output 


Permits duplication of any required performance with accurate, split- 
second precision 


Operates manually in event of electric power failure 


Permits usual function of recording thermometer. 


WRITE TODAY for detailed information 
AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 






AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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@ first PHENOL 
Popularly called carbolic 
acid, phenol is a powerful 
caustic poison with dis- 
infecting qualities. It is 
toxic and has the charac- 
teristic phenolic odor. 
then CRESOL 
Derived from phenol, 
cresol is less caustic and 
toxic. It has a strong- 
smelling odor in use. 














today... 


The Modern, Non-Specific 


Odorless, non-corrosive 


OH 

and non-toxic, ARO- 
BROMG-.S. is a highly 

L effective disinfectant ... 
completely safe in use. 
With excellent penetrat- 
ing power, ARO-BROM 
is extremely economical 
for large-scale disinfec- 
tion of furniture, floors 
and bedding. 
No radical departure 
from the accepted princi- 
ples of older disinfect- 
ants, ARO-BROM was 
derived from cresol by 


molecular synthesis. 


Write for information 


ARO-BROM G.S. is made by the 

makers of SOFTASILK 571 SURGICAL 

SOAP... another product of the 
research laboratories of 


he GERSON-STEWART Cec 


LISBON ROAD CLEVELAND, OHIO 
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RATING EMPLOYEE AND SUPERVI- 
SORY PERFORMANCE. Edited by M. 
Joseph Dooher and Vivienne Mar- 
quis. 192 pp. American Manage- 
ment Association, 330 West 42nd 
St., New York. $3.75. 


CCORDING to a foreword by 

Lawrence A. Appley, president 
of the American Management Asso- 
ciation, “Merit rating, like employe 
communication, is a continuing, day- 
to-day activity—whether we realize 
it or not, whether we do it formally 
or informally—it occurs in every sit- 
uation where one person is responsi- 
ble for, or has reason to be interested 
in, the work of another,” adding: 
“This volume brings together some 
of the best merit rating material pub- 
lished by the American Management 
Association during the past few years, 
in addition to a specially prepared 
section based on original AMA re- 
search. Its purpose is to bring to ex- 
ecutives, supervisors, and personnel 
technicians certain principles and 
techniques, evolved through wide ex- 
perience and intensive study, whith 
are designed to produce more objec- 
tive judgments and thus improve per- 
formance ratings.” 

The strong interest of hospital ex- 
ecutives, increasing as wage levels 
have risen and employe efficiency 
had to be encouraged, in job analysis 
and personnel rating, makes an au- 
thoritative study of this sort extreme- 
ly valuable to them. The numerous 
examples given of rating methods, 
forms and so on, with such cautions 
as one against applying the same 
standards to a secretary and to a re- 
ceptionist, are of high practical value. 
The book should be useful to every 
administrator conscious of his person- 
nel problems, and should certainly 
have a place on the desk of every per- 
sonnel executive. 

—K. C. C. 


Aso RECEIVED: 


PARKINSON’S DisEASE. Advice and 
aid for sufferers of Parkinson’s 
Disease and other physical disabil- 
ities. By Walter Buchler. Published 
by Walter Buchler, 101, Leeside 
Crescent, London, N.W. 11. 79 pp., 
incl. index. Paper, $1.00 net; cloth, 
$2.00. 


Credits, Collections 
(Continued from page 95) 
which prominent speakers have ad- 


dressed the group, such as the head 
of the credit bureau, head of the 


County Welfare Department, attor- . 


neys, and various other local credit 
men. Administrators feel the time 
has been well worth while and that it 
has brought about unification and 
understanding among all the partici- 
pating hospitals. 


Determining the Age of 
Accounts Receivable 


There is no doubt that wide vari- 
ance exists among hospitals in the 
form and period of making an analy- 
sis of the age of accounts receivable. 
At the Genesee Hospital, we age the 
accounts on a quarterly basis. This 
is “tied in” with the requirements of 
trial balance by the business office. 

The pattern of the analysis is: 

1-3 months (including current 
“house” patients) 

4-6 months 

7-12 months 

Over 1 year 

We also make a further quarterly 
analysis, by “economic status,” of all 
accounts, summarized under the fol- 
lowing captions: 

Compensation; Liability; Veter- 
ans Administration; Hospital 
Service Accounts; Personal (in- 
stallment payment) Accounts; 
Current House Admissions. 


The completed quarterly summary 
is then compared with the prior period. 
Variances are investigated as far as 
possible, with an interpretive report 
prepared for the director, controller 
and financial officer. Needless to say, 
our board ‘also finds this information 
of considerable interest and value. 





About 3 per cent of the people in 
the U. S. were over 65 in 1890; in 
1944, about 10 per cent were over 
65. It is predicted that more than 
20 per cent will be over 65 by 1970. 








Our Address Is Changed 


Hospital Management's address is 
now: 
Hospital Management 
200 E. Illinois St. 
Chicago 11, Ill. 


It formerly was 100 E. Ohio St. 
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“We send Hospital Management 
fo all Department Heads” 
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WARREN F. COOK 


Executive Director 
NEW ENGLAND DEACONESS HOSPITAL, Boston, Mass. 





Serves Every Department in the Hospital 


In the great and growing hospital field, information 
on new practices, new procedures, and new prod- 
ucts is essential for any progressive hospital ad- 
ministration. 


Because hospitals are extremely complex institu- 
tions, whose work is carried on largely by techni- 
cians and specialists, it is particularly important 
that every member have ready access to such valu- 
able information, if management is to achieve peak 


- coordination. 


HOSPITAL MANAGEMENT, as its name indi- 
cates, is designed and edited for the management 
and administrative personnel. With its editorial 
departments paralleling the departments of the hos- 
pital itself, it specializes in serving every depart- 
ment of the hospital. 


The important role of HOSPITAL MANAGE- 


MENT is underscored in Executive Director Cook’s 
letter above: The New England Deaconess Hospital 


circulates HOSPITAL MANAGEMENT to all de- 
partment heads—a procedure followed by over 
88.59% of hospital administrators. 

If you are not already routing HOSPITAL MAN. 
AGEMENT to your department heads, the experi- 
ence of others suggests you would do well to insti- 
tute this helpful practice now. 


TS Tasilal 
Mien femant 


lation. Send us a statement of your 


Largest net paid ABC hospital circw- 
@ departmental readership. Thanks! 
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Department of Nursing Service 


The Department of Nursing Service is 

under the editorial direction of Dina 

Bremness, superintendent, Glenwood 

Community Hospital, Glenwood, 
Minnesota. 








Nursing in the acute stage of poliomyelitis 


I the past eight years in nursing 
service, due to a shortage of per- 
sonnel both trained and untrained, we 
have found ourselves constantly revis- 
ing procedures and routines in an ef- 
fort to eliminate as much nursing care 
as possible that did not seem absolute- 
ly essential to the patient’s welfare. 
For that reason, to many of us, there 
comes to mind, at the mention of a 
disease condition, one outstanding 
type of treatment, either because it 
is difficult or time-consuming, and in 
poliomyelitis most of us think of hot 
moist packs. 

I should like to review for you, all 
of the parts of nursing care that are 
essential during the acute stage of 
this disease condition. For the pur- 
pose of discussion I have divided our 
responsibilities into four aims. I feel 
that no one of these is necessarily more 
important than the others but it 
would seem to me simpler to bring 
them to you in the following order: 

The first aim has to do with the 
prevention of spread of the disease, 
which is of primary importance in 
the care of any patient with a com- 
municable disease. 

The second aim concerns those 
things in the daily hygiene of the pa- 
tient. The small tasks you learned 
to do in nursing arts, which, some- 
times, as you became a senior student 
or graduate, were pushed into the 
background because they seemed so 
very simple. 

The third aim is to consider those 
peculiar types of procedures that may 
be used in the treatment of the symp- 





This paper by Mrs. Katherine Ann Mason, 
R.N., assistant professor of nursing educa- 
tion at the University of Missouri, was given 
June 30, 1950, the second day of a two-day 
polio institute at St. Luke’s Hospital, Kan- 
sas City, Mo. These institutes were held in 
six different cities in Missouri by the Uni- 
versity of Missouri to emphasize the latest 
re in the diagnosis and treatment 
of polio. 
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By 
KATHERINE ANN MASON, R.N. 


Assistant professor of nursing education 
University of Missouri 


toms displayed in polio and those that 
are necessary for the prevention of 
unnecessary deformities. 

Our fourth aim and last responsi- 
bility, is that of providing as much as 
possible for the mental and emotional 
needs of these patients. 

All of our problems in nursing care 
relate in general to the common com- 
plaints of these patients. Those symp- 
toms, such as fever, which is not usual- 
ly too high, possibly to 103°, chilli- 
ness, headache, which is quite com- 
mon, muscle spasm, gastric upset per- 
haps, constipation, complaints of back 
and neck rigidity, and particularly 
those symptoms which indicate hyper- 
sensitivity to external stimulation 
which will definitely change the man- 
ner in which all procedures will be 
done for the patient. 

To provide for the first aim, that 
of prevention of spread of disease, 
there are several problems which we 
must consider. Certainly I can’t say 
to you that it is essential that you 
have running water for hand tech- 
nique, if this is not available. Isola- 
tion technique should be set up so that 
it will conform with the particular 
physical outlay of the hospital. 

In other words, if you have all 
single rooms, or double rooms, admit 
the patient so that you will get the 
most use from the available space. 
State and local laws will change the 
technique for certain diseases. Some 
of you will recall, as I do, that former- 


“ly Missouri required 21 to 28 days of 


isolation for polio cases. This has now 
been reduced to 7 days, and perhaps 
a little longer. It is also possible for a 
certain locality or an individual physi- 
cian to set up a more detailed type of 


isolation than is required by the state. 

It ‘would seem, wise to me to use a 
very, strict type of isolation when the 
child is first admitted to the hospital. 
As the doctors have told you, it often 
is very difficult to make a definite 
diagnosis of polio in the early stages 
of the disease, so until we are certain 
that the patient does have polio, it 
might be safer to isolate him in a sin- 
gle room, or cubicle, using both gown 
and mask until the diagnosis has been 
confirmed. Then, for the purpose of 
simplifying nursing care and for aid- 
ing in conserving space, several pa- 
tients may be grouped together in one 
room. Also, when you are considering 
caring for children, it is much more 
pleasant for them to be together. They 
do not feel so alone. Some children 
may even think they are being pun- 
ished when placed in a room by them- 
selves. 

There have been some changes 
made in the manner in which tech- 
niques are carried out. I’d like to bring 
you some of the feeling back of these 
changes. So far as gown technique is 
concerned, the most important point 
is that all of the personnel do the pro- 
cedure in the same way. Suppose I go 
into the room and go about my care 
of the patient considering some things 
clean and some things contaminated 
and then should leave; following me 
a graduate from another school of 
nursing comes in with a different con- 
ception of contaminated and clean 
areas. 

When I return to the room, since 
it is impossible to see the little bugs 
jumping up and down, I would go 
ahead with my own technique and, 
consequently, would become contami- 
nated because each of us did not have 
the same idea. Thus, the procedure 
would be worthless. We find now that 
many hospitals do not use a scrub 
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brush for hand technique. Those of 
you who have done isolation pro- 
cedures realize that after the first 
eighty or ninety times in a day that 
you scrub your hands, gradually, over 
a period of time as your hands become 
sore, instead of thoroughly scrubbing 
‘hem you will give them a quick brush 
and that’s all. So that now we feel 
that rather than using this skimpy 
‘ype of scrubbing, it might be wiser 
to have very frequent, thorough 
washing with soap and water and we 
would have much cleaner hands in the 
long run. 

The mask in polio is purely option- 
al. There is a fairly logical argument 
egainst masks in this particular dis- 
ease. What often happens is that it 
it is not the mask itself that is at 
fault, but the way in which the mask 
is worn. The proper way to wear a 
mask is to put on a clean one when 
you go into the room, and to discard 
it when you leave, securing a clean 
mask for the next patient. 


All too frequently masks have a 
tendency to lose their strings, they 
grow legs and walk away, so that we 
find when we come on the ward in the 
morning that there is just one mask 
each, so everybody makes a quick 
grasp for a mask and puts it in the 
pocket, or around her neck. When we 
go into an isolated room the mask 
comes up; we take care of the patient 
and when we leave the mask is pulled 
down or removed and placed in the 
pocket. Consequently, this continual 
up and down motion of replacing the 
mask, or else taking it out of the 
pocket, and possibly putting it on 
backwards so that the contaminated 
side is next to your nose, we get a very 
marked contamination of the area 
around the nasopharynx and the con- 
tamination is held close to our faces, 
and we don’t have as much of an op- 
portunity to avoid the virus as if it 
could blow out into the ozone. 


There are, however, it seems to me, 
three times when the mask should be 
worn. One of these has been men- 
tioned, and that is in admission isola- 
tion of the patient. The second time 
is in the care of the patient who might 
be irrational, or has a large amount of 
discharge from the nose and throat. 
He is coughing and spitting and you 
must get quite close to the patient to 
care for him. The third time it is im- 
perative that all personnel wear masks 
is in the care of the respirator pa- 
tient. Not because this patient is 


necessarily any more infectious than 
other polio patients, but for the pro- 
tection of the patient himself. Should 
we add the infection of a common 
cold to the respirator patient who is 
already having difficulty in breathing, 
this might be the last straw. 
Disposal of fecal material has be- 
come less of a problem. In the past it 
was felt that fecal material should be 
disinfected before being emptied into 
the sewage system. Now, the Division 
of Health believes that if you have 
an adequate sewage disposal which 
can be guaranteed either through the 


hospital or the City Health Depart- 
ment, then it is not necessary to dis- 
infect the. fecal discharge before dis- 
posing of it. 

This reasoning, however, does not 
hold true if you are in a home where 
satisfactory sewage disposal is not 
possible. In that case the fecal ma- 
terial should be disinfected. Nose and 
throat discharges must be disposed 
of in a safe manner. What we are try- 
ing to prevent when we consider how 
and where to dispose of these dis- 
charges, is the unknowing contamina- 
tion of some other person. The trash 
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can that you use will be emptied by 
an orderly or a janitor. If the hospital 
does not burn this, perhaps a city em- 
ploye will come around and take the 
refuse some place else, so it may be 
essential that nose and throat dis- 
charges be well wrapped before dis- 
posal. This same type of reasoning 
applies to the care of linen. If laundry 
is not marked as isolation, the work- 
ers would not realize that they are 
handling contaminated material. 
During the war and immediately 
following it became much of a prob- 
lem to care for meal trays since we did 


not have paper plates and cups. Now 
that these articles are in abundance 
it does simplify our procedure quite 
a lot. The tray may be left out in the 
hall and only the dishes carried into 
the room. The paper plates and cups 
may then be burned, leaving just the 
silverware to be sterilized. We want 
to remember to simplify as much as 
possible the procedure in isolation. 
The more time consumed in cleaning 
up equipment will deduct just that 
much more from the hours that may 
be spent in actual nursing care of the 
patient. Concurrent disinfection of all 
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equipment must be carried out so 
that a little forethought should be 
given to the amount and type of arti- 
cles taken into the room in order to 
reduce the amount of time spent in 
sterilization. 

It has been mentioned that termi- 
nal disinfection is no longer required 
in polio. This applies to the patient 
isolated in his own home. There, in 
all probability, all members of the 
family have already been exposed to 
the disease. However, in the hospital 
it would seem better to continue with 
the usual cleaning up of an isolated 
room. The room should be scrubbed, 
then aired for 24 hours before being 
used again. It would not seem neces- 
sary to use this policy in placing pa- 
tients in group isolation. The bed may 
be cleaned up as for any other hospi- 
tal patient and another individual 
with a definite diagnosis of polio could 
be admitted to that space. 

Psychologists seem to feel that it 
would be preferable, even during the 
isolated period, to permit some type 
of visiting hours. You may not be 
able to manage this in your particular 
institution. If you do wish to attempt 
it, visitors should be gowned in the 
same manner as hospital personnel 
and refrain from personal contact with 
the patient. Certainly visitors under 
the age of 16 must be restricted. We 
find it impossible to place the age 
limit much higher because often you 
are contending with the mother of 
the patient. 

In considering the second aim, that 
of maintaining throughout the day the 
general hygiene of the patient, it 
sometimes becomes quite difficult 
since there are so many special activi- 
ties which must be carried out. I’d 
like to point out to you some of the 
things that are essential and what 
usual procedures might possibly be 
omitted. 

I hope that those of you who are 
ardent supporters of the daily bath 
will not feel too upset when I tell you 
that in some cases during this stage 
the bath may be wisely omitted. It 
has been brought to your attention 
before that these patients are often 
extremely hypersensitive to external 
stimulation and certainly there is a 
great deal of friction in giving a bath. 
This omission may help to reduce 
some of the muscle spasms in these 
patients. 


The same reasoning applies to de- 
leting the back massage which nor- 
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mally is given as a measure to relieve 
back discomfort and also to improve 
condition of the skin. The importance 
of oral hygiene in any patient who has 
an elevation of temperature and an- 
orexia which may limit his fluid in- 
take cannot be overestimated. With 
children this easily becomes a prob- 
lem. They might not be able to brush 
their own teeth or perhaps brushing 
is too much stimulation and it would 
be necessary to use swabs with some 
type of antiseptic mouthwash. In or- 
der to be certain that you have accom- 
plished this procedure, it is best to 
state definite times, preferably two 
or three during the day, when the pro- 
cedure will be done. 


All of you who are in nursing have 
encountered at some time a little girl 
who has lovely curls. For one reason 
or another combing of the hair may 
not have been done daily, consequent- 
ly, after 7 or 8 days or more of this 
lack of care, the hair has become 
tangled and matted with the result 
that it is almost impossible to comb it 
and the curls may have to be cut off. 
This is usually a great disappointment 
to the child, and especially to the 
mother. Actually, in polio, this should 
not occur. If the hair is conscientious- 
ly combed every day—maybe you 
can’t do it all at once—but you can 
comb part of it, and when the child is 
turned over on her abdomen, you can 
then complete the job. 

One of the points in the treatment 
of polio is to keep all of the patient’s 
body not affected by the disease in 
as good condition as possible. This 
brings us then to the diet which prob- 
ably will be ordered by the physician 
in charge; however, the kind of food 
to encourage the patient to eat and 
the method of feeding is often left to 
the discretion of the nurse. 

Usually the simplest method of 
feeding these patients is either with 
a spoon or Breck feeder rather than 
with a straw. Sometimes their necks 
are stiff and it is uncomfortable to 
turn their heads to one side. When we 
consider what kinds of food the pa- 
tient most needs, we will find that 
caloric intake may not be nearly as 
important as other food substances. 
With children this may present diffi- 
culty because among their favorite 
foods are candy, soda pop and ice 
cream. 

The patient is physically inactive 
in polio and we are interested in the 
foods that will build muscular, nerv- 





ous and circulatory tissue. Therefore, 
calories which provide energy are not 
as essential as proteins, vitamins and 
minerals. Most mothers, and many 
nurses, feel that milk is a very essen- 
tial part of the child’s diet; however, 
in polio we might find ourselves re- 
ducing milk intake because of its 
calcium content. These patients may 
tend to form renal calculi, and some 
very recent experiments have demon- 
strated the possibility that a low 
calcium diet may tend to decrease the 
activity of the disease. 

The accurate measuring of fluid in- 
take during the acute stage is essen- 
tial. The patient may have not only 
an elevation of body temperature, 
but because of the use of hot moist 
packs, may have an increased dia- 
phoresis. Relationship between fluid 
intake and urinary output is also im- 
portant. It should be noted that often 
a slight paralysis of the bladder may 
occur with consequent urinary reten- 
tion. The reporting of intake and out- 
put is the responsibility of nursing 
service. I have never found a fool- 
proof way because, even if you have 
a patient receiving I. V. fluids and 
with a retention catheter in place, 
someone manages to empty the drain- 
age bottle and not report it. We must 
continue, though, to stress the im- 
portance of recording each time the 
patient takes a drink and each time 
he voids. 

Constipation is a very common 
symptom after the first few days of 
the disease. There are several good 
reasons why constipation occurs. It 
may be due to any one of or a combi- 
nation of the following three things: 
there might be a slight paralysis of the 
lower part of the colon or the abdom- 
inal muscles, certainly there is a de- 
creased amount of physical activity 
and, last of all, a noticeable reduction 
in the amount of bulk in the patient’s 
diet. Good bowel elimination is nec- 
essary in most all patients, but it 
would seem especially important in 
polio, since we know that the virus is 
contained in the gastro-intestinal 
tract. Many doctors prefer the use 
of enemas rather than laxatives and 
they may order these routinely for 
every day or every other day. If 
enemas are given it should be under 
low pressure, so that if necessary the 
solution may be siphoned off. 

One point in the daily routine that 
we may frequently neglect is that of 
providing for periods of time during 
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the day when the patient may have 
absolute rest. It would seem that the 
polio patient who lies day in and day 
out in a fairly rigid position would ob- 
tain plenty of rest. Actually, though, 
they need at least two periods during 
the day when they have no treatment 
at all. So far as these rest periods are 
concerned, take yourself as an ex- 
ample: before meal-time you might 
be hungry at 11 o’clock, but if you 
have some unpleasant task to do be- 
tween then and lunch, after you have 


accomplished the task and sit down at 
the lunch table, you'll find that food 
does not look nearly as good as you 
thought it would. This same thing ap- 
plies to the hospital patient, so that if 
we can provide for % hour before 
meals when no treatment is given to 
the patient and likewise for %4 hour 
following the meal, then the patient 
may be better able not only to eat, but 
will have an opportunity to at least 
partially digest his food. 

There are many variations in par- 
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respiration for cases of respiratory 
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ticular procedures to be used in the 
treatment of muscle spasm in polio 
and to prevent unnecessary deformity 
as much as possible. While in the 
hospital, to the patient his bed is his 
home or his castle. To these patients 
it is of great importance that the bed 
be prepared correctly. There is in- 
volvement of the spine and this part of 
the body will tend to conform to the 
surface upon which it rests. If you will 
note this inter-relationship carefully, 
you will no doubt see that there are 
several things to which attention must 
be paid in the preparation of the bed 
for a polio patient. 

First of all there is a fracture board 
in place so that there will be no sag- 
ging from the springs. The particular 
fracture board we use was constructed 
from plywood approximately one inch 
in thickness so that it will not easily 
warp. For utilitarian purposes in the 
hospital it has been split into three 
pieces so that if used for other pa- 
tients the headrest may be raised, the 
knees elevated; also, when not in use 
it may be stored in a small space. The 
main objection I have to it personally 
is that some untrained person may 
come into the room and feel that the 
patient looks extremely uncomfort- 
able lying flat in bed and consequent- 
ly will roll up the headrest and crank 
up the knees, thus putting the patient 
entirely out of position. 

At the foot of the bed there well 
may be a footboard which is suffi- 
ciently high to accommodate even an 
adult’s foot. It is used primarily to 
prevent foot drop but also may be em- 
ployed as a place where the top covers 
may be anchored so that they will 
not rest on the patient’s feet and cause 
discomfort. It has been placed ap- 
proximately two inches from the foot 
edge of the mattress, and the purpose 
of this is to provide a space where the 
patient’s heels might rest to prevent 
contact with the mattress, thereby 
eliminating the sore heels so often 
found in bed patients. When the pa- 
tient is turned on his abdomen it is 
not necessary to flex the knees so 
acutely and the toes may more easily 
be placed against the footboard. 

The mattress should be flat, and 
made preferably of felt. When many 
patients for hundreds of hospital days 
have lain on it, a mattress tends, par- 
ticularly the inner spring type, to de- 
velop lumps and hollows. The mattress 
should be covered entirely with a 
waterproof material which will elimi- 
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nate the use of extra drawsheets. The 
bed must be made to fit the indi- 
vidual. On the bottom of the bed may 
be placed a cotton bath blanket. This 
would seem preferable to a sheet, since 
the bath blanket will absorb moisture, 
but will not feel cold. Chilliness may 
be one of the symptoms of the disease 
and we do not wish to increase this 
any more than is necessary. 

Across the area of the buttocks may 
be placed a small folded sheet. This 
may be a drawsheet, ether sheet, half- 
sheet, tonsil sheet, or whatever you 
might please to call it. It can easily be 
changed, should it become soiled. At 
the head edge, from the level of the 
chin up, where there will be little 
moisture, is placed another muslin 
sheet which provides a smooth sur- 
face for the child’s face when he 
is turned on his abdomen. Besides 
this, you will need some other acces- 
sory equipment such as various sized 
sandbags, knee rolls, pillows, etc. 

The position of the patient in bed 
is perhaps one of the most essential 
parts in nursing care. We wish to pro- 
vide an attitude of physiological rest 
and also to prevent deformities as 
much as possible. What we are trying 
to approximate is a standing-up posi- 
tion lying down. Starting with the 
feet of the patient you will see that 
the toes and upper part of the foot 
rest against the footboard, but not the 
heel, so that the foot is kept at right 
angles to the rest of the lower extremi- 
ties. Since the knees are slightly 
flexed you would not want to have the 
heel against the footboard. If you will 
consider how you stand most com- 
fortably, unless you are in the mili- 
tary service, you will realize that you 
stand with your feet slightly apart; 
therefore a pillow should be placed 
between the feet. 

One of the most common types of 
deformity encountered in polio is that 
of external rotation of the lower ex- 
tremities. In such cases, place sand- 
bags at the outer side of the child’s 
ankle to minimize the flopping out of 
the feet. In an adult patient it may be 
necessary to provide additional sup- 
port at the level of the hip by using 
a blanket roll or pillow. As you stand 
you will realize also that your knees 
are just slightly flexed, thus a knee- 
roll may be placed under the patient. 
The spine must be kept in straight 
alignment at all times. Additional 
support is not usually required. 

If the upper extremities are in- 
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volved, doctors may vary in their 
opinion as to the correct position that 
may be employed either to rest a 
muscle, or to provide for an optimum 
position of usefulness should contrac- 
tures occur. At no time should the 
arms be allowed to rest straight at the 
side of the patient. The elbows should 
always be slightly flexed. This posi- 
tion is the most common, while an al- 
ternate one has the arm in a position 
of 90° flexion with the forearm above 
the head for the purpose of resting 


the deltoid muscle. The arms may be 
kept in position by use of sandbags; 
the wrist should be in slight flexion 
and the fingers curled over some soft 
object with thumb in opposition. 
When the patient is turned on his ab- 
domen you can see that by rearrang- 
ing the supports, we have approxi- 
mated esentially the same position as 
in back-lying. 

The respirator patient is often a 
problem. We become so interested in 
having the patient breathe in order 
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to live, that we frequently neglect 
the remainder of his body, where con- 
tractures may occur due to a limited 
amount of space for movement. We 
attempt to have the patient assume 
the same type of position as he would 
in bed. 

Many patients with bulbar paraly- 
sis may have no other paralytic symp- 
toms. They may be placed in a lateral, 
Trendelenburg position to facilitate 
postural drainage of the excess 
amount of mucous and saliva that 
are present. The body should be kept 
in good alignment but the patient may 
be supported in an apparently more 
comfortable position. 

Constipation has been listed, as I 
mentioned before, as a very common 
symptom and the patient may lie on 
the bedpan for as long as 30-45 min- 
utes. If he were just turned over on 
the bedpan, he would be most uncom- 
fortable were there any muscle spasms 
present, but by using two pillows 
placed longways, one at the head and 
one at the foot, we have supported all 
of the patient’s body on the same 
level as the bedpan. 

It is practically impossible to do 
any nursing care for the patient with- 
out touching him. Since the hyper- 
sensitivity to external stimuli may in- 
crease the amount of painful muscle 
spasm, we must keep in mind what it 
is that actually hurts the polio pa- 
tient. The joints are not painful, it 
is the belly of the muscle in between 
the joints that is affected. 

In turning and moving we should 
touch only the bony joints and when 
possible merely support them firmly 
in the palm of the hand, rather than 
grasping. If this is done then you will 
feel that you have handled the pa- 
tient with the least amount of discom- 
fort humanly possible. Since there is 
a marked rigidity of the spine and 
neck, twisting movements must be 
eliminated and the patient should be 
rolled over all in one piece. 

We should not hesitate to request 
the assistance of as many people as 
might be necessary to turn the patient 
correctly. One nurse should be able to 
manage a very small child; however, a 
larger child requires two people, and 
there should be three or more for the 
adult patient. 

Hot moist packs are used to de- 
crease the pain of muscle spasm. There 
are many and various kinds which 
may be employed. Prone packs con- 
sist of one or two large pieces of ma- 





terial which may cover the entire 
body. They are simple to apply and 
very effective if short periods of pack- 
ing, such as an hour twice a day, has 
been ordered. However, if the patient 
must have a more continuous type of 
heat, then piece-packs may be more 
suitable. They are very much worth 
the amount of time required to make 
them. Actually, it takes approximate- 
ly two hours to cut out a complete set 
of piece-packs. Other personnel, or 
volunteers, may complete this task 
after the nurse has measured the pa- 
tient. 

One point we wish to consider is 
that of eliminating as much as possi- 
ble the feeling of helplessness that the 
already paralyzed patient may experi- 
ence. Sensation is not lost in the part 
of the body that may be affected at 
this time. Numbness is a symptom of 
the residual stage of poliomyelitis. 
Therefore, the pack must be as light 
as possible. Since the joint is not af- 
fected it should not be covered by the 
pack and the pack must stay warm. 

For the inner pack, the use of a 
double thickness of 60-75% wool 
blanket seems suitable for several 
reasons: first of all, the blanket may 
be immersed completely in water and 
wrung quite dry by hand. This is an 
asset, since we desire a moist, but not 
a wet pack. Excess water not only in- 
creases the possibility of a steam burn 
but also makes the pack heavier and 
it will cool off more rapidly. This type 
of blanket may be more easily washed 
than one that is heavier. 

The packs that are applied for any 
length of time should be washed daily, 
since perspiration contains a more 
dilute concentration of the same salts 
as urine, and these salts if allowed to 
accumulate indefinitely, would pro- 
vide a source of skin irritation, and 
also would cause the pack to be odor- 
ous. The material is easily washed 
with mild soap and water and may be 
thoroughly rinsed; it will not tend 
to shrink as readily as a heavier wool. 


The middle part of the pack should 
consist of a light water-proof material 
such as plastic sheeting. If this is 
stitched to the outer single thickness 
of a 100% wool blanket we will elimi- 
nate one step in the application of 
this three-layer type of pack. I can- 
not advise you as to any set routine as 
to when or how long these packs 
should be applied for this will depend 
entirely upon the doctor’s own think- 
ing as to their usefulness. If each of 
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us were to bake a cake I am certain 
that no two of us would do it in ex- 
actly the same manner, yet each cake 
might be equally good. This same 
reasoning applies to the variable use 
of hot moist packs in polio. 

We must provide some type of 
clothing even when using complete 
body packs. Many children have an 
inherent modesty and in others we 
would wish to develop it. For small 
boys and girls a loin cloth is sufficient 
and may be placed underneath the 
packs. For larger girls and women 
some type of halter which will cover 
ihe anterior chest should be provided. 

In applying packs the use of teams 
will aid in decreasing the amount of 
discomfort to the patient and also in- 
creased speed will assure you of a 
much warmer pack. If physiotherapy 
is used during this period of care it is 
important that we correlate the ex- 
ercises with the application of heat. 
Usually there are only one or two 
therapists and it would seem that 
nursing service could better adjust 
its schedule to the convenience of this 
department. 

Change of position is necessary, 
not only to give the patient more rest 
but also to increase the circulation 
within the body and ‘to prevent de- 
cubitus. When you have lain in one 
position for a long time, even though 
you may not feel you are able to 
move, aS when you are half asleep, 
you do become tired and a change of 
position is restful. These patients 
should be turned from their backs to 
their abdomens and vice-versa at 
least three to four times a day. 

In many hospitals it is necessary 
for the nurses to learn some of the 
passive exercises that may be pre- 
scribed for the patient.so that they 
may be distributed more evenly 
throughout the day. Instruction in 
these movements is usually given by 
the physiotherapist. 

The grave responsibility of observ- 
ing the patient closely for further 
symptoms of involvement is part of 
nursing care. Extension of the pa- 
ralysis to some other part of the body 
or a beginning respiratory embarrass- 
ment should have been observed by 
the nursing staff since they see the 
patient more frequently than anyone 
else. We find ourselves, sometimes, 
not even considering the patient’s 
immediate condition when we go in 
to give him a drink of water. In try- 
ing to plan in advance, in order to 


complete our tasks in our allotted 
time, we forget to look at the patient 
closely and think about him when 
we go in to give him a drink of water. 
In trying to plan ahead so that we may 
have completed our work in the 8 
hours of time, we forget to look at the 
patient closely and think about him 
when we feed him or place him on a 
bedpan. At these times we should note 
such early signs as mild inability to 
use a particular part of the body, or 


the respiratory symptoms of abdomi- 
nal breathing, unequal expansion of 
the chest; difficulty in swallowing, ex- 
cess mucous, lack of desire to talk, or 
changes in the quality of the voice. 
Oxygen may frequently be ordered, 
more to give the patient a rest because 
he is having some difficulty in breath- 
ing rather than as a “last ditch” meas- 
ure. This procedure is much the same 
as in a cardiac patient and usually is 
(Continued on page 119) 
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Kstablishing 


a hospital formulary 


in the hospital pharmacy 


By ANNA D. THIEL 


Chief Pharmacist 
Jackson Memorial Hospital 
Miami, Florida 


66 HE primary responsibility 
of the pharmacy profession 
is to see that excellent pharmaceuti- 
cal service is rendered to our citizens 
at all times and in all places,” says 
Dr. Glenn L. Jenkins, president of the 
American Pharmaceutical Association 
and dean of the school of pharmacy at 
Purdue University. Dr. Jenkins made 
this sweeping statement in an article 
entitled “Hospital Pharmacists Have 
Great Responsibilities’ which ap- 
peared in the January-February is- 
sue of the “Bulletin” of the American 
Society of Hospital Pharmacists. 

Every individual in the practice of 
pharmacy makes a specific contribu- 
tion to its progress. Especially is this 
true if he works to promote better 
professional relations and integrates 
results affecting both physicians and 
pharmacists in the gigantic activity of 
promoting and maintaining protection 
and improvement of public health, 
a standard from which there should be 
no deviation. 

Hospital pharmacy is proving itself 
an indispensable partner in the prac- 
tice of medicine, but it is impossible 
for the hospital pharmacist to render 
adequate medical service without a 
formulary. In its absence the first 
task of the chief pharmacist should 
be to proceed toward its production. 

The first step is to ask for a thera- 
peutics committee. This committee, 
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appointed for one year, usually is com- 
posed of a chairman, secretary and 
representatives from various services 
of the attending staff of the hospital. 
The chief pharmacist usually acts as 
secretary of this important committee. 
The usual number is from seven to 
nine members. Some hospitals work 
most successfully with three active, in- 
terested members of the attending 
staff. 

The detail may seem excessive, but 
whatever it requires in hard work to 
produce a formulary, whether large or 
small, is worth the effort. The greatest 
value of this committee is to act in 
an advisory capacity. There is no way 
to estimate the service that this active 
therapeutics committee may render 
the pharmacy in making decisions 
concerning drugs included in the for- 
mulary. The directors of the various 
staff services should always be able 
to request any drug. The enforcing 
of this minor policy cuts drug usage 
on problem items to a minimum. Con- 
servative figures in saving will be from 
10% to 30% on drug costs. 

The next step in the preparation 
of the formulary, after the appoint- 
ment of the formulary committee, 
should be to decide what drugs should 
be included. The many formularies 
now in use in various hospitals may 
be carefully studied, to select the pat- 
tern best suited to the requirements 
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Anna D. Thiel, chief pharmacist of Jack- 
son Memorial Hospital, Miami, Fla. one 
of the leaders in the hospital pharmacy 
field. Mrs. Thiel is author of the accom. 
panying article on the steps necessary for 
establishing the hospital formulary 


of the hospital considering one. 


Only the basic drugs listed under 
the therapeutic classifications should 
be included. The committee should 
approve all selections. The arrange- 
ment of the drugs alphabetically with 
the size of dose obtainable facilitates 
usage. 


The question always arises as to 
whether the metric or apothecary 
system shall be used. The choice must 
be made by the committee. The popu- 
larity of the metric system today 
predominates. 

Nurses prefer that one system only 
be used. 

Many problems occur when a doc- 
tor orders a drug labeled in the 
apothecary system and the nurse 
must figure correctly and accurately 
the proper dosage to be used from 
floor stock labeled in the metric sys- 
tem. In a discussion where both nurses 
and doctors offered suggestions, the 
opinion still remained that the high- 
est degree of safety will be obtained 
in permitting the physician’s method 
of ordering to continue in whichever 
system he was instructed. This one 
service of coordinating information 
given by a pharmacist to the staff of 
a hospital places him as an invalu- 
able partner on the professional team. 


Teaching the subject ‘“pharmacol- 
ogy” to the student nurses along with 
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By comparison of the zones of complete 
inhibition of bacterial growth under 
standard conditions, the superior ger- 
micidal properties of Mercresin* Tinc- 
ture, discovered and developed by 
Upjohn research workers, can be dem- 


onstrated in vitro. 


Clinically, the marked bacteriostatic, 
bactericidal and fungicidal properties 
of Mercresin Tincture have led to its 
wide use in preparation of operative 
fields, antisepsis of superficial wounds 
and infections, irrigation of certain 
body cavities and deeply infected 
wounds, and in topical application to 


mucous membranes. 


* Trademark, Reg. U. S. Pat. Off. “Brand of mercocresols 


eS 
Upjohn Medicine...Produced with care... Designed for health 
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the subject “drugs and solutions” pro- 
vides the pharmacist another import- 
ant opportunity for service. This time 
the information to both the nursing 
school and to the pharmacy is mu- 
tually advantageous. The paramount 
necessity is to remind the nurse who 
is obtaining experience that she must 
be constantly alerted to the import- 
ance of accuracy in figuring dosages. 

The pharmacist must teach various 
systems of double checking the com- 
plicated orders of dosages for specific 
drugs which the physician may pre- 
scribe. 

Chemical formulas should be used 
if possible, in order to show the close 
chemical relationship between com- 
pounds. They improve the appearance 
of the drug descriptions and are vital 
to all services which use comparisons 
of formulas. 

A loose leaf type of formulary, 
which lies flat, is the best to use today. 
Because of the many new drugs being 
constantly added, deletions of drugs 
often occur. 

The formulary serves as a guide in 
prescribing drugs. The medical staff 
in most cases will gladly follow this 
guide if cooperation on the part of the 
pharmacy is given them whenever re- 
quested. 


With the continual kaleidoscopic 
changes in the pharmaceutical field 
today the approval for the emergency 
use of a drug not in the formulary 
should come from the medical director 
of the hospital. Fortunate indeed is 
the medical director who has a thera- 
peutics committee sufficiently inter- 
ested and informed to approve new 
drugs and to make recommendations 
for the director’s consideration. This 
policy has worked well in controlling 
the use of new and dangerous drugs. 
Financially, a saving is effected for 
the hospital when the drug is not dis- 
pensed without proper approval. 

The formulary is most valuable as 
a guide for the intern who writes pre- 
scriptions. His textbooks have not 
listed in detail the information he 
he needs to use for all practical pur- 
poses. 

The unique position of the hospi- 
tal pharmacist is comparable to the 
trail blazer of pioneer days. In the 
new role of partner in advanced meth- 
ods of drug therapy today, it is rec- 
ommended that hospital pharmacists 
assist interns and resident physicians 
in keeping abreast of the latest in 
pharmaceutical advances. 
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Meetings with the intern staff 
should be held periodically for the 
purpose of inviting suggestions and 
cooperation in the use of the formu- 
lary. The pharmacist should be in- 
vited to attend staff meetings, par- 
ticularly when medical cases and 
drug therapy are being discussed. 

Discovery of new drugs and their 
subsequent development present 
many problems to the staff. The phar- 
macy should be a clearing house for 
much of this information in order 





that this up-to-the-minute news may 
be available immediately to physi- 
cians. 

The hospital having a formulary has 
four major advantages: 

1. To the pharmacist—Rapid and 
better service to the patient, al- 
lowing for pre-packaging of fast- 
moving pharmaceutical items. 

2. To the physician—The descrip- 
tion, size and dosage range of the 
drug desired will aid in prescrip- 
tion writing. 

3. To the hospital—Economy in 
medication is obtained because 
duplication of items is reduced to 
a minimum. 

4. To the pharmaceutical practice 
—Manufacturing on a larger 
scale is possible. 

All official preparations are dis- 
nensed under their USP or NF title. 
This has restored pharmaceutical 
manufacturing to the hospital phar- 
macy. 

As this article is being written the 
ninth edition of the National Formu- 
lary is being distributed, following al- 
most immediately the new U.S.P. 

“Remington’s Practice of Phar- 
macy, Ninth Edition,” published by 
the Mack Publishing Company, East- 
on, Penn., has a section devoted to 
the Hospital Formulary. It shows a 
typical formulary with a list and clas- 
sification of therapeutic agents com- 
monly used in hospitals. This would be 
a valuable aid to pharmacists faced 
with the setting up of a formulary. 





Again I would like to mention the 
“Bulletin” of the American Society of 
Hospital Pharmacists, which has had 
occasional articles dealing with for- 
mularies. 

The most valuable help is to attend 
conventions and institutes on hospi- 
tal pharmacy. 

Priceless answers may be gleaned 
from conversations with associates 
who have had experience in solving 
problems in the preparation of a For- 
mulary. Many pharmacists attending 
institutes may have had experiences 
in establishing their formularies that 
they are willing to impart at the work- 
shop sessions. 

In addition to establishing a for- 
mulary, it is said that the chief phar- 
macist should determine the policies 
and functions of the department. The 
- coordination of every phase of phar- 
“macy service must be correlated with 
the multiple demands of the various 
hospital departments. 

Suggestions for stocks should be 
made by the pharmacy chief, choosing 
them from standard items of the for- 
mulary. Therefore, all standard prep- 
arations, called “routine drugs” in 
many hospitals, should be listed in the 
formulary. 

There are so many reasons on the 
side of having a formulary that the 
pharmacist should be able to present 
sufficient proof to any executive board 
which is in need of a formulary, thus 
promoting the establishment of this 
important asset. 

The interviewing of all medical serv- 
ice representatives should be the re- 
sponsibility of the pharmacist, thus 
making possible, in the pharmacy, the 
building of a complete file of informa- 
tion on new drugs. 

Additional cooperation of the staff 
should be sought to continue the prac- 
tice of ordering drugs by their chemi- 
cal or official names whenever pos- 
sible, thus eliminating trade names al- 
most entirely. The main purpose of 
the formulary is to promote better re- 
lations between the staff and the phar- 
macy in order to attain efficiency in 
prescribing drugs with correct specifi- 
cations as to their varied composition. 
Advice and suggestions from the staff 
will be welcomed by the pharmacy 
committee, which should have meet- 
ings once a month. 

The formulary will prove to be 4 
great help in reducing the cost of 
drugs to staff patients and indirectly 
all patients benefit. In specific items 
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for “spaced” absorption. The low rate 

of fermentation of Cartose 

means less likelihood of colic. 


* CARTOSE 


Liquid Carbohydrate + Easy to Use » Economical 


Guyer tu WM Bottles of 16 0z. 1 tablespoonful = 60 calories 


Write for complimentary formula blanks 


New Yor«K 13, N. Si WinosoR, ONT. 


D) Ri l § D 0 IL” in Propylene Glycol... § # opoRiess 


Milk Diffusible Vitamin D4 . # TASTELESS 


Daily dose for infants 2 drops, for children and Side % NONALLERGENIC 
4 to'6 drops in milk. Bottles of 5, 10 and 50 cc. 
Cartose and Drisdol, trademarks reg. U. S. & Canada 


- Now also milk diffusible DRISDOL with VITAMIN A 
Attend the American Hospital Association Annual Meeting, Atlantic City, N. J. Sept. 18-21. Visit our Exhibit 662. 































HOSPITAL MANAGEMENT, August, 1950 





77 








used in large quantities already a 
30% saving has been realized by a 
hospital by buying one product in- 
stead of many specified brands, the 
latter method would lose the saving of 
quantity discounts. When the drug is 
used in the treatment of private cases 
this saving is passed on to the patient. 
It is the opinion of the committee and 


recommended by them that trade 
names for drugs be eliminated from 
the formulary. The staff is requested 
to order drugs by their chemical 
names, thus minimizing necessity for 
over-stocking the pharmacy. 

In the interest of economy, accuracy 
and good therapeutics the staff will 
appreciate the formulary and use it 





constantly as their vade mecum. 

A hospital administrator has a logi- 
cal reason for seeking a well trained, 
professional person to direct the hos- 
pital pharmacy, in order that the ul- 
timate in profits to which the institu- 
tion is entitled may be obtained. This 
is sufficient reason for the establish- 
ment of a formulary. 





Streptomycin —white hope 


in modern TB therapy 


Domagk'’, winner of the Nobel 
prize for his pioneer work in the sul- 
fonamides, says, “When the sulfona- 
mides, the first agents with which 
acute bacterial infections could be 
combatted in man, were discovered, 
it was obvious that a search would 
be made for agents effective against 
tuberculosis. But twenty years have 
already passed since we began these 
investigations systematically.” 

The thiosemicarbazones, including 
4-acetylaminobenzaldehyde thiosemi- 
carbazone, were developed in Ger- 
many in the laboratories of Farben- 
fabriken Bayer at the Elberfeld Works 
by Behnisch, Mietzsch and Schmidt? 
in cooperation with Domagk. The 
clinical investigations for these com- 
pounds were directed by Mertens’. 

In briefly reporting the develop- 
ment leading to the thiosemicarba- 
zones, Behnisch, et al, says that 
through the study of the sulfonamides 
and sulfones, new hopes were awak- 
ened for successful chemotherapy of 
tuberculosis. From testing of com- 
pounds which Behnisch supplied to 
Domagk for im vitro and animal 
studies, it was found that the desired 
tuberculostatic activity is not depend- 
ent upon the sulfonamide or sulfone 
groups, nor upon the thiazole or thio- 
diazole rings, but that an open, chain- 
like arrangement of the nitrogen and 
sulfur atoms, such as is present in the 
thiosemicarbazones represents, when 
suitably substituted, a much more ac- 
tive basic principle. 

Among the compounds of this type, 
the condensation products of oxo com- 
pounds with thiosemicarbazide, known 
as thiosemicarbazones, proved to be 
the most effective. Examination of 
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By 
CHARLES E. DUTCHESS, M.D. 


numerous such compounds demon- 
strated certain relationships between 
substitution and activity. These re- 
lationships which are too long and 
technical for inclusion here, are sum- 
marized by Mietzsch in the January 
issue of the American Review of Tu- 
berculosis, in which he also lists and 
discusses the compounds which have 
been investigated. Of the large num- 
ber of compounds mentioned, 4-acety- 
laminoben zaldehyde-thiosemicarba- 
zone proved to be the most effective 
preparation, and this, after careful 
pharmacological studies, was distrib- 
uted for clinical investigation in Ger- 
many. The number of patients treated 
in the German hospitals is now esti- 
mated as over 10,000. Mertens and 
Bunge’ have reported the results of 
the German clinical studies in the 
January issue of the American Review 
of Tuberculosis. 

Mertens and Bunge point out that 
thiosemicarbazone therapy offers the 
advantage of a comparatively small 
daily dose (200 Mg.). As they men- 
tion, this is about one-tenth of the 
amount of streptomycin given. They 
state also that drug-resistant tubercle 
bacilli have thus far not been detected 
in treatment with this drug which in 
Germany is designated Conteben 
and which Schenley Laboratories is 
now supplying for investigation in the 
United States under the trade name 
Tibione. 

When representatives of Schenley 
Laboratories visited the Bayer Com- 
pany laboratories in Leverkusen and 
Elberfeld last May, and were shown 
the results of laboratory studies and 


This is section two of an article 
on the chemotherapy of Strepto- 
mycin in tuberculosis which be- 
gins on page 78 of the July issue 


accounts of the clinical tests then un- 
derway with Tibione, we became 
much interested in this product. It 
seemed highly desirable to have ex- 
pert consultants visit the German 
clinics and report to us concerning 
their observations, and indicate what 
importance they felt this new devel- 
opment had. We were very fortunate 
to obtain the assistance of Dr. H. C. 
Hinshaw and Dr. Walsh McDermott 
in this matter. These two eminent 
specialists, internationally known in 
the tuberculosis field, visited ten Ger- 
man clinics where they had the op- 
portunity of not only discussing re- 
sults with the German clinicians, but 
of seeing hospital charts and x-rays 
of patients under treatment, and of 
even questioning many of the pa- 
tients concerning their experiences. 
The findings and opinions of Hinshaw 
and McDermott are recorded in the 
report which they made to the Clini- 
cal Subcommittee of the Committee 
on Medical Research and Therapy of 
the American Trudeau Society. This 
report also has been published in the 
January issue of the American Review 
of Tuberculosis. 

Dr. Hinshaw also reported his im- 
pressions of this new remedy at the 
Eighth Streptomycin Conference in 
Atlanta last November. A condensa- 
tion of his remarks can be found in 
the January issue of Current Medical 
Digest. He was surprised to find that 
300 German institutions had been 
studying Tibione for two years, and 
that several thousand patients had 
received this drug. After talking with 
chemists, experimental pathologists, 
internists, surgeons, and other spe- 
cialists, Hinshaw and McDermott ob- 
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tained some ideas as to what the drug 
will do and will not do. 

All the clinicians interviewed agreed 
that very prolonged treatment was de- 
sirable, perhaps six months and much 
longer in some cases. Tibione exhibits 
toxicity for a certain percentage of 
patients. Anorexia, malaise and less 
commonly, vomiting, appear to be 
the principal factors limiting dosage. 
These disturbances usually subside 
when the dose is reduced or treatment 
temporarily interrupted. Our consult- 
ants found the problem of evaluating 
the effectiveness of Tibione very dif- 
ficult. It seemed clear that the drug 
does not exert an impressive effect 
upon the course of military or menin- 
geal tuberculosis. Streptomycin re- 
mains the drug of choice in these con- 
ditions, although Tibione may prove 
valuable as an adjunct. Perhaps the 
most striking effect of Tibione ther- 
apy was seen in tuberculosis of the 
larynx, a most painful condition ap- 
pearing frequently in advanced tuber- 
culosis. Both pain and dysphagia dis- 
appeared. within a few days, as did 
hoarseness. The lesions subsequently 
improved over a period of several 
weeks. Patients who were interviewed 
spoke of the dramatic improvement, 
and had nearly normal voices. 

Tuberculosis enteritis, which is un- 
usually common among patients in 
German sanatoriums, was believed 
by the German clinicians to be very 
promptly improved by Tibione ther- 
apy. Our consultants do not regard 
roentgenographic studies of the in- 
testine as a reliable index to evaluate 
this effect. However, the German 
clinicians reported that all patients 
with symptoms of intestinal tubercu- 
losis had obtained relief, diarrhea and 
pain ceasing within a few days. Since 
tuberculosis enteritis is a grave com- 
plication of pulmonary tuberculosis, 
and is usually refractory to all treat- 
ment except to chemotherapy, these 
results were accepted as evidence that 
Tibione has a clinically recognizable 
antituberculous activity. 

Patients with pulmonary tubercu- 
losis frequently recover remarkably 
without specific therapy, whereas, 
others are beyond all hope of any 
treatment. As Hinshaw‘ says, between 
these extremes are many and mixed 
types of disease, and judgment is no- 
toriously fallible as to the true cause 
of observed improvement. Although 
many patients had shown remarkable 
improvement during a period when 
they had first received proper food 
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and good care, the German clinicians 
still felt that Tibione had played a 
significant part in the remarkable 
recovery of some of these patients. 
They agree that Tibione treatment, 
like streptomycin therapy, is but one 
phase of management, but they be- 
lieve this drug could be used more 
frequently than streptomycin. 

In spite of its potential toxicity, 
there is reason to believe that Tibi- 
one, if used with proper caution, can 
be administered for long periods with- 
out undue risk. It appears to have an- 
tituberculous activity of the same 
general order as PAS, and _ toxicity 
about like the arsenicals used in the 
treatment of syphilis, or possibly like 
that of propylthiouracil. Our con- 
sultants believe that unless some su- 
perior antituberculous agents are de- 
veloped, a drug with the apparent 
activity and toxicity of Tibione will 
be an important addition to the cur- 
rently available antimicrobial agents. 
If this drug proves to exert even a 
mild antibacterial effect, but one 
which may be depended upon to con- 
tinue for many months of treatment, 
its usefulness would seem to be very 
great in many chronic types of the 
disease in which streptomycin is 
usually contraindicated. 

One of the recommendations made 
by our distinguished consultants was 
that arrangements be made immedi- 
ately to have Tibione thoroughly in- 
vestigated in the United States, so 
leading American authorities could 
develop first-hand knowledge con- 
cerning the tuberculostatic, pharma- 
cologic, toxicologic and therapeutic 
properties of the drug. Such a pro- 
gram would obviously include the 
following: in vitro bacteriologic 
studies, to compare bacteriostatic 
effectiveness of this agent with that 
of streptomycin and PAS, and to 
determine whether or not Tibione 
treatment develops strains of Tibi- 
one-resistant bacilli; animal studies 
in various species to determine effec- 
tiveness, toxicity, and other perti- 
nent data; a broad clinical investiga- 
tional program to determine what ef- 
fectiveness Tibione has, what pre- 
cautions are necessary in its use, in 
what forms and stages of tuberculosis 
Tibione is useful, whether or not this 
new drug can prevent or delay the 
emergence of streptomycin-resistant 
bacilli; how Tibione compares in ef- 
fectiveness and practical usefulness 
with PAS and other available agents; 
how it can best be used in conjunc- 





tion with streptomycin, and what are 
the best dosage schedules and meth- 
ods of administration. 

Similar recommendations were 
made to the Veterans Administration 
and to the appropriate committees of 
the National Institutes of Health and 
the American Trudeau Society. 

I want to acknowledge the invalu- 
able assistance of Dr. Esmond R. 
Long, Chairman of the Subcommittee 
on Tuberculosis of the Experimental 
Therapeutic Study Section of the Na- 
tional Institutes of Health, Dr. Wil- 
liam Tucker, Chairman of the Clini- 
cal Subcommittee of the Committee 
on Medical Research and Therapy of 
the American Trudeau Society, and 
Drs. John B. Barnwell and Arthur M. 
Walker of the Veterans Administra- 
tion. Through the cooperation of these 
leaders in American medicine, Tibi- 
one is being studied by expert tuber- 
culosis investigators in 24 hospitals 
of the Veterans Administration group 
and by key laboratories, such as Wil- 
liam Steenken’s at the Trudeau Foun- 
dation. Quite a large number of other 
hospitals and organizations are now 
studying Tibione, including the Na- 
tional Jewish Hospital in Denver, the 
Grasslands Hospital at Valhalla, New 
York, and the Ocean View Hospital 
at Staten Island. Most of these work- 
ers are members of the group which 
comes together twice yearly for re- 
ports and discussions at the strep- 
tomycin conference, which is con- 
ducted under the auspices of the Vet- 
erans Administration. 


I have briefly traced the course of | 


antituberculosis medication during 
the most active period of medical his- 
tory, reporting developments of an- 
other promising addition to the many 
effective therapeutic weapons in the 
armoring of medicine. Thus, thou- 
sands of research workers in universi- 
ties, sanitoriums, hospitals, medical 
centers and pharmaceutical laborator- 
ies—also a quarter million practicing 
physicians—continue their relentless 
fight against mankind’s disease en- 
emies. Like a world-wide FBI net- 
work, they close in on one killer after 
another. Mycobacterium tuberculosis 
is still at large, but I believe his days 
are numbered. 
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Food and Dietary Service 


The kitchen is a good apothecary shop—William Bullein in 1562 


The Department of Food and 

Dietary Service is under the 

editorial direction of J. Marie 

Melgaard, Director, Dietary 

Department, Evangelical Hos- 
pital of Chicago. 








Planning, equipping and 
hospital dietary facilities 


This is section two of an article 
which began on page 84 of the July 
issue of this magazine. 


IV—Diet Kitchen 


ORE attention is being given to 

.the planning of the general diet 
or menu by adding supplementary 
foods to meet all special diet require- 
ments. With this trend it is possible 
to eliminate much of the food prep- 
aration in the special diet kitchen. In 
some recently constructed small hos- 
pitals, special diet kitchen space is 
being converted to other uses. If a 
diet kitchen is to be provided, it need 
not be partitioned off and is merely 
an area in the main kitchen located 
near the point of distribution to pa- 
tient areas. Generally, only minor 
cooking equipment is needed, for the 
bulk of the food will come from the 
various preparation units to the spe- 
cial diet area where modification will 
be made. It should be located near the 
elevators, dumb-waiters or food con- 
veyors, whichever method is used in 
transporting the food to patient areas. 


V—Serving Unit 

ATIENT Food Service. Hospital 

tray service to patients may be 
classified under two headings: Cen- 
tralized and Decentralized. In cen- 
tralized service all trays for the whole 
hospital originate from one main serv- 
ing unit which is usually adjacent to 
the preparation areas. Table or count- 
er space is required for setting up 
trays, and floor space for the convey- 
ors used in transporting the food to 
the patients. In some institutions a 
dumb waiter may be used in which 
case the serving unit or tray set-up 
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must be located adjacent to the dumb- 
waiter. 

The serving unit should provide 
convenient facilities for refrigerating 
salads, ice cream and juices, brewing 
coffee, preparing toast and storing 
trays, china and silverware. 

The decentralized type of service is 
a decided choice in larger institutions 
where the horizontal transportation 
covers a long distance. This provides 
greater flexibility and is less depend- 
ent on trained workers and mechani- 
cal devices, such as elevators and 
dumb-waiters. Central tray service is 
satisfactory for hospitals up to 250 
beds—beyond this number duplicate 
central service is recommended. A 
period of 45 to 60 minutes is consid- 
ered to be the maximum desirable 
serving time for one meal. If, due to 
the larger number of trays, the serving 
exceeds this figure, a decentralized 
service would seem more practical. 

The decentralized type of service 
usually employs a varying type and 
number of heated food trucks to carry 
bulk food to the floor kitchen where 
the trays are set up. If a decentralized 
tray service is used, space must be 
allowed for a tray service unit in the 
kitchen, or an area for assembling the 
food before sending it to decentralized 
serving kitchens. These serving kitch- 
ens must also be planned as a part 
of the dietary department even though 
they are remote from it. 

When planning the serving or floor 
kitchen, it is a necessity first to know 
how many trays are to be served from 


appraising 


each kitchen. A unit of from 30 to 
35 beds is a good standard for a gen- 
eral hospital. The floor kitchen 
should be convenient to the service 
elevator and as close as possible to 
the patient area it serves. If a dumb- 
waiter is used, it should be in the 
floor kitchen itself. 

The floor kitchen should be large 
enough to provide space for storage 
of dishes, a sink and drainboards, a 
small stove or hot plate and a refriger- 
ator. A toaster and coffee maker 
should be provided since these foods 
go to the patient fresh. 

Employe Food Service. In planning 
the food service for personnel and 
staff, the hospital administration must 
determine whether waitress service or 
cafeteria service will be instituted. If 
waitress service is planned for the 
employes and staff, a special service 
area adjacent to the dining room is 
necessary. 

This serving area for employe serv- 
ice may take several forms; it may 
be a section of the kitchen where por- 
tions of food are ladled out, coffee 
brewed and china and _ silverware 
stored; it may be a separate serving 
pantry; or simply a counter or serv- 
ing station inside the dining room. 

In the small institution planning 
to use waitress service, the serving 
station may merely be traffic space 
for waitresses and utility equipment 
such as the serving counter, tray racks 
and the like. In the hospital suffi- 
ciently large enough to warrant a 
serving pantry for the dining room, 
the size of the pantry depends on the 
size of the dining area and on the 
number of waitresses. The simplest 
unit should include adequate table or 

(Continued on page 86) 
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DAY Breakfast Dinner Supper 
Fri 1. Prunicot; Hot Cereal; Golden Crusted Perch Fillet-Tartar Sauce; Potato-Celery Soup; Fruitarian Plate with 
Scrambled Eggs; Toast Broiled Potato Slices; Harvard Beets; Tossed Cinnamon Rice; Raisin Bread Sandwich; Egg 
Green Salad; Jelly Roll Salad; Lime Sherbet 
Sat. 2. Tomato Juice; Hot Cere- Cushion Roast of Lamb-Onion Gravy; Parslied Chicken Chow Mein-Chinese Noodles; Fluffy 
al; Omelet; Toast Bu. Potatoes; Wax Beans; Krisped Relishes; Rice; Poppyseed Twists; Lettuce-Herb Dr.; 
Fig Tapioca P Pineapple Surprise 
Sun. 3. Fresh Grapes; Hot Cere- Batter Fried Chicken; Marshmallow Sweet Consomme; Cheese-Tomato Rarebit on Crack- 
al; Link Sausage; Hot Potatoes; Frozen Asparagus Tips; Melon- ers; Julienne Potatoes; Shredded Lettuce; 
Biscuits-Jam Grape-Bing Cherry Salad; Vanilla Ice Cream IceBox Pudding 
Mon 4. Bananas-Cream; Cold Stuffed Pork Roast; Potato Cakes; Spinach a Spaghetti Italienne with Tiny Meat Balls; 
Cereal; Shirred Egg; la Swiss; Mexican Salad; Zweiback Apple French Green Beans; Lettuce Wedge-Fr.Dr.; 
Toast Torte Golden Glow Cocktail 
Tues. 5. Kadota Figs; Hot Cere- Grilled Liver with Bacon; Pittsburgh Po- Savory Meat Loaf-Mushrooms; Corn a la 
al; 3-Minute Egg; Raisin tatoes; Creole Celery; Marinated Cucumbers; Southern; Fruit Salad-Lime Dr.; Cream Puff 
Toast Chilled Watermelon Cup 
Wed 6. Casaba Melon; Hot Braised Beef with Noodles; Stewed Tomatoes Hot Shredded Chicken Open Sandwich; Lat- 
Cereal; French Toast- & Okra; Vegetable Relish Salad; Peach Ice tice Potatoes; Celery Curls-Olives; Strawberry 
Jelly Cream Bavarian Cream 
Thurs. 7. Grapefruit Half; Hot Breaded Veal Cutlet; Mashed Potatoes; Baked Browned Hash; Baby Green Lima Beans; 
Cereal; Crisp Bacon; Squash; Jellied Grape Salad; Indian Pudding Garden Salad; Cherry Filled Cookies 
Cinnamon Bun 
Fri 8. Apple Sauce; Hot Cere- Planked Salmon-Lemon; Maitre d’Hotel Po- Jungle Soup; Confetti Seafood Salad; O’Brien 
al; Poached Egg; Toast tatoes; Bu. Peas; Chinese Cabbage Slaw; Potatoes; Tomato Garnish; Daffodil Cake 
Fruit Filled Melon 
Sat. 9. Fruit Nectar; Hot Cere- Chicken with Dumplings; Mexican Rice; Diced Creole Soup; Spiced Tongue; Corn Fritters- 
al; Scrambled Eggs; Carrots; Pickled Beet Salad; Green Gage Syrup; Fruited Cheese Ball Salad; Blueberry 
Toast Plums Tart 
Sun. 10. Sliced Oranges; Hot Roast Prime Ribs of Beef au Jus; Roast Po- Chicken Salad on Toasted Rolls; Potato Flakes; 
Cereal; Bacon Curls; tato Balls; Cauliflower; Chiffonade Salad; Carrot Sticks; Fresh Pear; Ginger Snaps; Hot 
Pecan Coffee Cake Apricot Ice Cream Sundae Cocoa 
Mon. 11. Baked Rhubarb; Hot Broiled Lamb Pattie; Mashed Potatoes; Frizzled Beef on Corn Timbales; Hot Slaw; 
Cereal; 3-Minute Egg; Candied Squash; Normandy Salad; Fluffy Fruit Salad; Oatmeal Macaroons 
Toast Peach Pudding 
Tues. 12. Pineapple Juice; Hot Boiled Beef-Horseradish Sauce; Jacket Po- Pepper Pot; Canadian Bacon; Delmonico Po- 
Cereal; Pancakes-Syrup tatoes; Turnip Greens; Banana Nut Salad; tatoes; Endive-Tomato Salad; Jelly Jumbles 
Cherry Cobbler 
Wed. 13. Cantaloupe; Hot Cere- Ham Hawaiian; Delicious Sweet Potatoes; Braised Short Ribs of Beef; Hash Brown Po- 
al; Omelet; Raisin Toast Frozen Peas; Tossed Salad Greens; Baked tatoes; Fruited Gelatin Salad; Chocolate Fudge 
Crabapples Pudding 
Thurs. 14. Blended Fruit Juice; Swiss Steak; Baked Potato; Corn on Cob; Chicken-Ham Biscuit Sandwich; Franconia 
Hot Cereal; Country Grapefruit-Melon Ball Salad; Peanut Brittle Potatoes; Grated Raw Vegetable Salad; Peach 
Sausage; Sweet Rolls Ice Cream Shortcake-Wh.Cr. 
Fri 15. Grapefruit Half; Hot Curry of Halibut; Persillade Potatoes; Fresh Tomato Soup; Crabmeat, Mornay; Cottage Po- 
Cereal; Scrambled Eggs; Spinach; Red & Green Salad; Four Fruit tatoes; Ginger Ale Fruit Salad; Spice Cookies 
Toast Pudding 
Sat. 16. Stewed Apricots; Hot Swedish Meat Balls-Mushrooms; Paprika Po- Alphabet Soup; Broiled Lamb Chop; Chantilly 
Cereal; Shirred Egg; tatoes; Bu. Zucchini; Carrot-Raisin Salad; Potatoes; Shredded Lettuce; Raspberry Chif- 
Cinnamon Toast Boston Cream Pie fon Tart 
Sun. 17. Crushed Pineapple & Chicken Pot Pie; Steamed Rice; Bu. Broccoli; Bouillion; Bologna Rools; Macaroni au Gratin; 
Bananas; Cold Cereal; Molded Vegetable Salad; Pistachio Ice Cream Pickles-Relishes; Watermelon Wedge 
Crisp Bacon; Blueberry 
Muffins-Jam 
Mon. 18. Orange; Hot Cereal; Roast Leg of Veal; Golden Brown Potatoes; Pork Tenderloin; Duchess Potatoes; Date- 
French Toast-Syrup French Green Beans; Lettuce-1000 Is, Dr.; Waldorf Salad; Frosted Doughnuts 
Coconut Cream Cake 
Tues. 19. Blue Plums; Hot Cere- Minted Fillet of Lamb; Riced Potatoes; Sauted Spanish Bean Soup; Stuffed Green Pepper; 
al; 3-Minute Egg; Toast — Citrus Fruit Salad; DeLuxe Bread Corn Pudding; Garden Salad; Pear au Gratin 
udding 
Wed. 20. Apple Sauce; Hot Cere- Yankee Pot Roast; Lyonnaise Potatoes; Cauli- Noodle Soup; Chicken a la King in Patty 
al; Scrapple; Cherry flower Polonaise; Krispy Relishes; Green Gage Shell; Bu. Peas; Frozen Fruit Salad; Iced 
Kolaci Ice Cream Sundae Graham Crackers 
Thurs. 21. Tangerine Nectar; Hot Creole Pork Chop; Mashed Potatoes; Bu. Wax Chili Cheese Bun; Fr. Fr, Potatoes; Health 
Cereal; Scrambled Eggs; Beans; Cinnamon Apple Ring Salad; Rebecca Salad; Iced Apricot Tart 
Toast Pudding 
Fri 22. Stewed Prunes; Hot Codfish Cakes-Tomato Sauce; Bu. Crumb Po- Lobster a la Newburg; Stuffed Baked Potato; 
Cereal; Poached Egg; tatoes; Yellow Squash; Cucumbers-Sour Tossed Vegetable Salad; Snow Mounds-Fruit 
Toast Cr.Dr.; Orange Gingerbread Sauce ~ 
Sat. 23. Fresh Grapes; Cold Roast Short Ribs of Beef; Hash Creamed Po- Calves Liver with Shoestring Onions; Potato 
Cereal; Pancakes-Syrup tatoes; Bu. Beets; Wilted Lettuce; Burnt Puff; Fruit Salad; Gelatin Cubes-Marshmallow 
Almond Charlotte Sauce 
Sun. 24. Persian Melon; Hot Braised Sirloin Tips-Bordelaise Sauce; bs ge Hot Turkey Sandwich au Gratin; Adirondack 
Cereal; Bacon Curls; Potatoes; Bu. Asparagus Tips; Tomato Pe Salad; Assorted Fresh Fruits; Honey Date 
Danish Coffee Twist Salad; Peppermint Fudge Ice Cream Bars 
Mon. 25. Grapefruit Half; Hot Salisbury Steak; Watercress Potatoes; Swiss Consomme Madrilene; Cold Luncheon Meats; 
Cereal; 3-Minute Egg; Chard; Pear-a-dise Salad; Fruit Whip Baked Beans; Fruited Cheese Ball Salad; 
Toast Coconut Brownies 
Tues, 26. Cantaloupe; Hot Cereal; Roast Fresh Ham; Potato Cakes; Succotash; Lamb a la Breck; Hot Rolls-Preserves; Cauli- 
Shirred gg; Raisin Fiesta Salad; Apple Pan Dowdy floweret Salad; Sliced Peaches-Cream 
Wed. 27. Bananas-Cream; Cold Veal Steak, Parmesan; Baked Yams; Breaded Swiss Potato Soup; Barbecued Beef on Bun; 
Cereal; Omelet; Toast Tomatoes; Dill Pickles-Slivered Carrots; Perfection Salad; Burnt Sugar Cake 
Grapenut Pudding 
Thurs, 28. Grape Juice; Hot Cere- Cannelon of Beef-Mushroom Sauce; Mashed Okra Soup; Escalloped Potatoes with Ham; 
al; Link Sausage; Pe- Potatoes; Bu. Peas; Brazilian Salad; Molasses Cole Slaw; Blueberry Pinwheel-Lemon Sauce 
can Rolls Crunch Ice Cream 
Fri. 29. Orange Tidbits; Cold Panned Trout-Lemon; Brabant Potatoes; Ju- Clam Chowder; Cheese Dreams; Molded Beet 
Cereal; Griddle Cakes-' lienne Carrots & Green Beans; Lettuce- Salad; Tutti Frutti Sponge Cake 
Syrup Chutney Dr.; Lemon Sherbet-Peaches 
Sat. 30. Rhubarb Sauce; Hot Pot Roast of Beef; Browned Potatoes; Zuc- Sausage Pattie; Broiled Tomato Half-Cream 
Cereal; Poached Egg; chini Creole; Pickle Relish Salad; Cabinet Gravy; Cornbread Sticks; Shredded Lettuce; 
Toast Pudding-Cherry Sauce Apple Sauce 
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YEAR-’ROUND! 


(with less labor...more efficiency) | 


No matter what the season, 

the refreshing, golden-goodness 

of Florida orange juice can 

now become a sparkling part 

of the hospital dietary, every day 
of the year! Florida Frozen 
Concentrated Orange Juice 
(processed from choice 

fresh Florida oranges) preserves 
all the flavor of fresh juice 

at its best—and comes to the 
hospital with the same remarkable 
content of vitamin C and other 
nutrients,* so vital to sound 
bodily development and optimal 
well-being.)-2>3 It is easily 

stored and quickly prepared.** 
Other Florida citrus fruits 

and juices—both fresh and canned 
—also contribute importantly 
towards the maintenance of 

the highest standards in nutritional 
excellence, patient acceptability 
and variety in menu planning for 
virtually all hospital departments. 


FLORIDA CITRUS 
COMMISSION 
LAKELAND, FLORIDA 


*Among the richest known sources of : 
vitamin C are the citrus fruits. They aie Ss 





also contain vitamins A, B; and P, and 
readily assimilable natural fruit sugars, References: 
together with other factors such as 
1. Gordon, E. S.: Nutritional and Vitamin Therapy 
‘ome calcium, citrates and citric acid. in General Practice, Year Book Pub., 3rd ed., 1947. 

perma po nedh ges eeiarwnrshig bs 6-02. ’ 2. Rose, M. S.: Rose’s Foundation of Nutrition, rev. 

dante p! by MacLeod and Taylor, Macmillan, 4th ed., 1944. 
Juice makes a pint and a half of single 


strength orange juice. 3. Sherman, H. C.: Chemistry of Food and 


FLORIDA 


Oranges + Grapefruit + Tangerines 


Nutrition, Macmillan, 7th ed., 1946. 
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(Continued from page 82) 
counter space, a sink and water sup- 
ply, coffee urns, ice cream cabinets 
and a refrigerated unit for salads. 

If cafeteria service is planned, the 
cafeteria counter will vary in arrange- 
ment and length depending on the 
number of persons to be served, the 
time in which they must be served and 
upon the complexity of the menu. 
The counter space must be large 
enough to serve without crowding, 
and yet not se great as to require more 
workers or to overtax them. 


It has been suggested that the 
cafeteria service area be 1/5 to 1/7 
the size of the institutional dining 
room. There should be 1-1/3 sq. ft. of 
service area for every person seated 
in the hospital dining hall. The kitch- 
en should be located directly behind 
the service counter. 


Vi—Dining Unit 
HE dining room for personnel 
may be located on any level pro- 
vided it has adequate service facilities, 
is accessible to the customer, and the 
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You can get up to 12 slices per minute, 720 per hour from a Savory 
Toaster that requires only 23% inches x 16% inches of counter space. 
There are smaller sizes for smaller needs, but regardless of size you'll 
get more toast in less counter space with a Savory Toaster. 


Savory Toasters are unusually economical to operate. Only 2,000- 
2,600 watts per hour will operate Model CT-2, the 6-slice-per-minute 
all-electric unit. Gas operated models with capacities of 6 to 12 slices 
per minute operate on LP, Natural or Manufactured Gas for as little 


as %¢ per hour in full operation. 


Savory Toasters can be ob- 
tained in 6-to-12-slice per min- 
ute capacities. Also bread, bun 
or sandwich models. Gas or 
electric operated. Lustrous 
stainless steel construction. 


For full information write 


Savory 


EQUIPMENT, INCORPORATED 


121 Pacific Street, Newark 5, New Jersey 


Sold by Leading Dealers Everywhere 








light and ventilation are adequate. 
The psychological effect of eating in 
a light, airy, attractively decorated 
recom is valuable. 

The simplest and most economical 
way to seat the customer is to have a 
single dining room for all personnel, 
including professional staff. The gen- 
eral recommendation in any type of 
institution is to keep the number of 
dining rooms to a minimum. 

It is important that the dining room 
be located convenient to the serving 
area to provide for good routing of 
food to the patrons in the dining room 
without any cross traffic through 
preparation areas of the kitchen. 

The size of the dining unit depends 
on the following factors: 

(1) Total number to be served. 
(2) Time element. Hospitals at- 
tempt to schedule their person- 
nel so that there is someone on 
duty at all times, but as the open- 
ing hour in the cafeteria is most 
popular, the greatest crowd ap- 
pears then. Hospitals should be 
prepared to seat 34 of their ex- 
pected census at one time. 

(3) Seating arrangement. Are 
four person chairs and tables ade- 
quate or will long tables and 
chairs suffice? 


The type of tables used will depend 
on the number to be seated and the 
method of serving. In most hospital 
dining rooms the personnel and staff 
are usually seated at sniall tables. The 
space requirement is usually 12 to 15 
sq. ft. per person. In an institution 
where ambulatory patients are served 
and where space is required for wheel- 
chairs, 15 sq. ft. per patient seated 
should be allowed. 


Vil—Dishwashing 

HENEVER possible the dish- 

washing department should be 
located in a separate room. This room 
should be sound proofed, adequately 
illuminated for the better inspection 
of dishware, and well ventilated. Hot, 
humid air may be exhausted by a hood 
located over the dishwasher. 


Locating this department conven- 
ient to the dispensing or serving area 
is of importance. If the dishwashing 
is too close to the dining room or pa- 
tient areas, the noise is a nuisance 
factor. Where decentralized food 
service is used, decentralized dish- 
washing is generally recommended. 

A large enough area should be pro- 
vided so that equipment may be lo- 
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.- with these fine NEW 
TYLER REACH-INS! 


Speed up handling of perishables, slow down spoil- 
age with new Tyler Reach-In Refrigerators! New, 
wider and deeper door openings for speed and visi- 
bility — smart new hardware with easy action and 
sturdy construction for long dependable service. 

Sturdy, welded-steel construction defeats vermin— 
100% Certified Insulation and efficient coiling mean 
low operating cost. Self-contained models available. 
Outstanding value! Many sizes and arrangements to 
meet your needs. Write Tyler today! 


43 cu. ft. model at right. 
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75 cu. ft. model. (Self-conicined) 
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Tyler Fixture Corporation, Dept. HO-8, Niles, Michigan 
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THE FAVORITE! 


For some years, now, more hospital 
people have subscribed to Hos- 
pital Management than to any 
other hospital publication in the 
world. 


An analysis of Audit Bureau of 
Circulations reports shows that 
Hospital Management has the 
largest hospital circulation ever 
achieved by any hospital publica- 
tion at any time. 


The publisher and the editors want 
you to know that they appreciate 
this heartwarming manifestation of 
friendship and loyalty. It is an 
honor we prize — a responsibility 
we do not take lightly. 
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The One Conveyor 
That Meets 
ALL Requirements 





@ Because the many valu- 
able advantages of Ideal 
design and construction 
cannot be found in any 
other unit, Ideal Food Conveyors 
are invariably the choice of leading hospitals. 

Except for size, all Ideal Conveyors are built to the same 
exacting standards. Many models, squarely meeting every 
budget and service need. Write for Catalog. 


deal 


FOOO CONVEYOR SYSTEMS 
Soured te etcmeodl Hegpilala 


THE SWARTZBAUGH MFG. CO., TOLEDO 6, OHIO. 
Distributed by The Colson Corporation, Elyria, Ohio; The Colson Equipment and 
Supply Co., Los Angeles and San Francisco. The Canadian Fairbanks-Morse Co, 
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(Continued from page 82) 
counter space, a sink and water sup- 
ply, coffee urns, ice cream cabinets 
and a refrigerated unit for salads. 

If cafeteria service is planned, the 
cafeteria counter will vary in arrange- 
ment and length depending on the 
number of persons to be served, the 
time in which they must be served and 
upon the complexity of the menu. 
The counter space must be large 
enough to serve without crowding, 
and yet not so great as to require more 
workers or to overtax them. 


It has been suggested that the 
cafeteria service area be 1/5 to 1/7 
the size of the institutional dining 
room. There should be 1-1/3 sq. ft. of 
service area for every person seated 
in the hospital dining hall. The kitch- 
en should be located directly behind 
the service counter. 


Vi—Dining Unit 
HE dining room for personnel 
may be located on any level pro- 
vided it has adequate service facilities, 
is accessible to the customer, and the 
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You can get up to 12 slices per minute, 720 per hour from a Savory 
Toaster that requires only 23% inches x 16% inches of counter space. 
There are smaller sizes for smaller needs, but regardless of size you'll 
get more toast in less counter space with a Savory Toaster. 


Savory Toasters are unusually economical to operate. Only 2,000- 
2,600 watts per hour will operate Model CT-2, the 6-slice-per-minute 
all-electric unit. Gas operated models with capacities of 6 to 12 slices 
per minute operate on LP, Natural or Manufactured Gas for as little 


as %¢ per hour in full operation. 


Savory Toasters can be ob- 
tained in 6-to-12-slice per min- 
ute capacities. Also bread, bun 
or sandwich models. Gas or 
electric operated. Lustrous 
stainless steel construction. 


For full information write 


Savory 


EQUIPMENT, INCORPORATED 


121 Pacific Street, Newark 5, New Jersey 


Sold by Leading Dealers Everywhere 








light and ventilation are adequate. 
The psychological effect of eating in 
a light, airy, attractively decorated 
recom is valuable. 

The simplest and most economical 
way to seat the customer is to have a 
single dining room for all personnel, 
including professional staff. The gen- 
eral recommendation in any type of 
institution is to keep the number of 
dining rooms to a minimum. 

It is important that the dining room 
be located convenient to the serving 
area to provide for good routing of 
food to the patrons in the dining room 
without any cross traffic through 
preparation areas of the kitchen. 

The size of the dining unit depends 
on the following factors: 

(1) Total number to be served. 
(2) Time element. Hospitals at- 
tempt to schedule their person- 
nel so that there is someone on 
duty at all times, but as the open- 
ing hour in the cafeteria is most 
popular, the greatest crowd ap- 
pears then. Hospitals should be 
prepared to seat 34 of their ex- 
pected census at one time. 

(3) Seating arrangement. Are 
four person chairs and tables ade- 
quate or will long tables and 
chairs suffice? 

The type of tables used will depend 
on the number to be seated and the 
method of serving. In most hospital 
dining rooms the personnel and staff 
are usually seated at sniall tables. The 
space requirement is usually 12 to 15 
sq. ft. per person. In an institution 
where ambulatory patients are served 
and where space is required for wheel- 
chairs, 15 sq. ft. per patient seated 
should be allowed. 


Vil—Dishwashing 

HENEVER possible the dish- 

washing department should be 
located in a separate room. This room 
should be sound proofed, adequately 
illuminated for the better inspection 
of dishware, and well ventilated. Hot, 
humid air may be exhausted by a hood 
located over the dishwasher. 


Locating this department conven- 
ient to the dispensing or serving area 
is of importance. If the dishwashing 
is too close to the dining room or pa- 
tient areas, the noise is a nuisance 
factor. Where decentralized food 
service is used, decentralized dish- 
washing is generally recommended. 

A large enough area should be pro- 
vided so that equipment may be lo- 
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Speed up handling of perishables, slow down spoil- 
age with new Tyler Reach-In Refrigerators! New, 
wider and deeper door openings for speed and visi- 
bility — smart new hardware with easy action and 
sturdy construction for long dependable service. 

Sturdy, welded-steel construction defeats vermin— 
100% Certified Insulation and efficient coiling mean 
low operating cost. Self-contained models available. 
Outstanding value! Many sizes and arrangements to 
meet your needs. Write Tyler today! 
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For some years, now, more hospital 
people have subscribed to Hos- 
pital Management than to any 
other hospital publication in the 
world. 


An analysis of Audit Bureau of 
Circulations reports shows that 
Hospital Management has the 
largest hospital circulation ever 
achieved by any hospital publica- 
tion at any time. 


The publisher and the editors want 
you to know that they appreciate 
this heartwarming manifestation of 
friendship and loyalty. It is an 
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@ Because the many valu- 
able advantages of Ideal 
design and construction 
cannot be found in any 
other unit, Ideal Food Conveyors 
are invariably the choice of leading hospitals. 
Except for size, all Ideal Conveyors are built to the same 
exacting standards. Many models, squarely meeting every 
budget and service need. Write for Catalog. 
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Fund Raising 


Counsel 


For a quarter century our cam- 
paigns have succeeded not only 
financially, butin the excellent 
public relations we have es- 
tablished for our clients. 
Consultation without obliga- 
tion or expense. 
eee 
CHARLES A. HANEY 
x ASSOCIATES 


INCORPORATED 
259 Walnut St. * Newtonville, Mass. 
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The Strand features Spegious 
Colorful: Lounges — Open and In- 
closed Solaria — Salt Water Baths in 
Rooms — — on premises. Cour- 
teous Personne 








When in Atlantic City visit 
FAMOUS FIESTA LOUNGE 
“Food for Epicures" 


Exclusive Penna. Avenue and Boardwalk 

















cated away from the wall. This facili- 
tates cleaning and vermin control. A 
floor drain, and hot and cold water 
for hose connection should be pro- 
vided for washing dish trucks in the 
dishwashing area. 

Ample table space cuts down on 
dish breakage. The dish table should 
be large enough to prevent jamming, 
yet small enough to avoid waste of 
effort. There must be space for a 
tray while dishes are removed and 
scraped, space for stacking china, a 
soaking sink and space for a dish ma- 
chine rack. This area should be easily 
accessible to the dining area and the 
place where patients’ dishes are re- 
turned to the dietary department. 
The clean dish table should be large 
enough to hold three dish racks for a 
small or medium sized machine and 
more for the larger models. This is 
to allow the dishes to air thoroughly 
dry before storing. The most effi- 
cient dish tables are 24 to 30 inches 
wide and at a height determined by 
the machine. Sixty percent of the 
total table space is generally allocated 
to the soiled dishes and forty percent 
to the clean dishes. 

It is preferable to wash trays in 
the dishwashing machine although this 
may be done in a separate sink. Such 
a sink is also necessary for soaking 
dishes requiring special attention. 

Space must be allowed near the 
soiled dish table for a galvanized can 
in which to collect garbage. When 
transporting the garbage to the gar- 
bage room it should not be necessary 
to go through any preparation areas 
in the kitchen. It is poor practice 
from a sanitation standpoint and also 
increases cross traffic through the 
kitchen. 





Vill—Pot and Pan Washing 

HIS area should be placed where 

it is accessible to the hot food 
preparation area and the baking area. 
In a small institution the pot washing 
facilities may be used by both depart- 
ments. For large food service depart- 
ments separate sinks are recommended 
since it is unlikely that the two areas 
would be close enough for the same 
sink to be used conveniently. 

Frequently in small kitchens an at- 
tempt is made to utilize one sink with 
one or two compartments for both 
pot washing and vegetable cleaning. 
For sanitary reasons it is essential to 
have separate sinks for the two func- 
tions—a minimum of two compart- 
ments for pot washing and at least 
one for vegetable cleaning. 

While a drain-board at each end 
of the pot washing sink is convenient, 
if space is not available for two drain- 
boards, the one on the left may be 
omitted. 

A most important accessory to the 
pot washing department is shelving 
for the soiled and clean pots and pans. 
A portable truck may be used for a 
soiled pot table. Too often the short- 
age of such facilities results in the 
floor being cluttered with the utensils 
awaiting washing or final storage. 

The work aisle between the pot and 
pan area and adjoining units should 
be 4 feet wide so that the employe 
may move around without being 
cramped. This work aisle should not 
be a traffic aisle for other kitchen 
employes. 


IX—Housekeeping Facilities 
ROVISIONS for cleaning equip- 
ment are often overlooked when 

plans are made for the hospital food 
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service. It is not necessary that this 
area be located in a separate closet. 
However, it is necessary that a clean- 
ing area be provided in or near the 
kitchen. Clean mops hanging in their 
own corner are not unsightly and are 
more apt to be used when so located. 
Mop sinks and hand sinks for cooks 
encourage cleanliness. The mop sinks, 
of course, should be located near the 
facilities for storing mops and other 
cleaning equipment. When sinks are 
not provided, the possibility of the 
kitchen employes using the food prep- 
aration sinks for washing and rinsing 
mops and for the disposal of slop 
water is increased. 

An adequate garbage storage unit 
is essential to the sanitary and effi- 
cient modern kitchen. The area de- 
signed for this purpose must be lo- 
cated near the service entrance, so 
there is no need for the trucker to 
have access beyond that area. It must 
be remembered, too, that there is ref- 
use from the rest of the hospital to 
be accommodated and for this reason 
the garbage storage unit should be 
easily accessible to all departments 
or personnel likely to use it. It is 
better to have the unit located on a 
corridor away from the main kitchen 
than to have it accessible only by 
passage through the kitchen. 

Garbage storage at refrigerated 
temperatures until time of collection 
is a sanitary measure and unpleasant 
odors are thus eliminated. 

Provision must also be made for 
the washing of garbage cans. A ce- 
ment floor space with a 3 inch coping, 
drain, water and steam jets will be 
sufficient for everyday cleaning. 


X—Office Space 
| awd food service supervisor 
needs office or desk space for 
keeping records of purchases, menu 
planning, patient diet orders, diet 
manuals and for personnel supervi- 
sion. If the dietitian’s office is to 
accommodate a desk, several chairs, 
a bookcase and a filing cabinet, it will 
require not less than 90 sq. ft. of 
space. Effective supervision depends 
on locating the office of the food serv- 
ice supervisor where she can see the 
vital parts of her department, includ- 
ing its entrances and exists, while sit- 
ting at her desk. 


Xi—Employe Facilities 
INCE food service employes must 
change into uniforms and store 
their other clothes while on duty, 


No-Spill Device 

If you are afraid of rice boiling over, 
grease the top of the pot inside around 
the rim. The boiling liquid will go no 
higher than the greased ring. 


lockers and dressing space are re- 
quired. Lavatories and toilets should 
be provided at the rate of 1 to every 
15 lockers. These rooms should open 
off a corridor rather than directly off 
the kitchen or dining room. However, 
unless these rooms are in close prox- 
imity to the working areas of the food 
service department, it will mean that 
cooks and other essential workers 
must leave their work long enough to 
travel long distances to a toilet. 


Simple Dumplings 

Drop hot cooked rice into hot soup 
by spoonfuls and you will have rice 
dumplings. 


Improve Puddings 
Add marshmallows to rice puddings 
for new flavor and texture. 











Make your hospital famous for 
APPETIZING BROWN ROASTS and EXTRA 
RICH BROWN DELICIOUS GRAVY! 


it's EA Sy— read how / stepped-up flavor. Kitchen 





“If you want good public 
relations for your hospital, 
serve good food!” So said 
over-95% of hospital super- 
intendents in a recent na- 
tional survey. And to make 
meat dishes outstandingly 
good, use Kitchen Bouquet. 


Add alittle to the gravy for 
extra rich brown color and 


Bouquet contains no vine- 
gar, no artificial flavorings. 
Doesn’t “smother” the 
taste of the meat, but brings 
out its full flavor. 

When roasting meat at low 
temperature, brush lightly 
with Kitchen Bouquet, be- 
fore cooking. Meat will come 
out of the oven with a beau- 
tiful rich brown crust. 
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Delicious Have HOE Rive Govemt | KITCHEN 


Tests* prove that new Cream of Rice gives: | 


(1) quicker nutrition; (2) more energy; ! BOUQUET 


(3) and is easier to digest. Delicious! an 
Ready in only 5 minutes. | USED ange ren — 
*Test data available upon professional request, 
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Check list for kitchen maintenance 


and 


housekeeping procedures. 


|. Dishwashing 
a. Method of transporting or re- 


ceiving soiled dishes. 


supplies, and adequate refrigera- 
tion for perishables. 

c. Cleaning—the basis of all good 
housekéeping and sanitation. 
There is no compromise with 


b. Unloading, scraping, stacking, cleanliness—it’s clean or it isn’t! 
and pre-rinsing of soiled dishes. 1. Cleaning procedures and rou- 
c. Stacking of dishes in racks. tine. 


. Procedure for operation of dish 
machine. 
1. Amount of dish compound to 
use. 
2. Proper temperature and time 
for washing. 
3. Proper temperature and time 
for rinsing. 


. Procedure for washing and rins- 


a. Work plan should specify 
time for all cleaning proce- 
dures. 

b. Have standardized cleaning 
schedule, cleaning agent, 
tools, and method for each 
piece of equipment and 
unit. 

c. Instruct worker very care- 


ing of: fully as to procedures — 

China labor is the greatest factor 

Silverware. in cleaning—figures as high 

Trays. as 90% of the cost of clean- 
Order Wipettes from your sur- Glassware. ing task. 


gical, hospital or pharmaceutical 
supply house. 














. for A JOB, 
AN EMPLOYE, 


SOME EQUIPMENT 2? 
OR SOMETHING e 


HERE'S HOW fo find what you want, or 
to sell what you want to liquidate, pro- 
vided it has anything to do with the hos- 
pital field: Just tell the hospital world 
about it in the Classified Columns of 
HOSPITAL MANAGEMENT. It's a definite 
way fo get prompt results—and no won- 
der, either, when you realize it has some- 
thing like 30,000 readers! Best of all, it’s 
inexpensive—only 10¢ a word. Where else 
will a thin dime go so far? Turn to the 
Classified Page right now for details. 


— 


h. 


. Return of clean items to their 


proper place. 


. Cleaning of dish and glass wash- 


ing machines, tables and sinks 
in the unit. 

Methods for control of dish 
breakage. 


ll. Housekeeping 


a 


b 


. Kitchen Sanitation covers: 
1. Condition of equipment. 
2. Utensils, pots and pans. 
3. Labor-saving machines and 
equipment. 
4. Battery of ranges and steam 
kettles and bake ovens. 
5. Refrigerators. 
6. Work tables. 
7. Sinks. 
8. Storage space for food and 
other supplies. 
9. Floors. 
10. Windows. 
11. Walls and ceilings. 
12. Drain pipes. 
13. Water fountains. 
14. Garbage and refuse recep- 
tacles. 
15. Health and personal cleanli- 
ness of employes. 
16. Lockers, lavatories, and rest 
rooms. 
. Have a place for everything and 
keep everything in its place. All 
kitchens should have a plan for 


d. Removal of stains. 
e. Inspect all work rigidly to 








Ruth Yakel, acting assistant director and 
therapeutic dietitian at Indiana University 
Medical Center in Indianapolis, who has 
been named executive secretary of the 
American Dietetic Association, succeed- 
ing Gladys E. Hall, resigned. In addition 
to dietetic work at Iowa Methodist Hos- 
pital in Des Moines and a hospital in 
Logansport, Ind., Miss Yakel has had 
broad teaching experience. In the summers 
of 1946 and 1947 she was director of food 
services at College Camp, Wis., where she 
was responsible for feeding 1,000 persons 
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maintain high standards of 
performance. 
2. Equipment for cleaning. 
a. Cleaning Agents. 

1. Use of cleaning agents for 
each piece of equipment 
and unit. 

a. Amount. 
b. Application. 
Cost. 

2. The fewer the cleaning 
agents, the more simplified 
will be the task of instruct- 
the workers. 

3. Tools necessary for effi- 
cient cleaning. 

4. All cleaning supplies and 
tools must be assembled 
before starting the job. 

5. Polishing of silver, brass, 
nickel, stainless steel, and 
monel metal. 

d. Repairs and Upkeep. 
1. Definite system of placing re- 
pair requisitions. 
. Oiling of machines. 
. Sharpening of knives. 
. Electrical inspections. 
. Check daily for repairs. 
. Rubber bumpers. 
. Wheels and tires. 
. Drawers warping, handles. 
d. Doors, hinges. 
e. Gaskets. 
f. Bent corners. 
6. Replacements. 
e. Control of Breakage and Loss. 
1. Weekly cost. 
2. Replacements. 
3. Inventory. 
f. Linen Control. 
1. Care of linen. 

a. Tray and table linen. 

b. Kitchen linen. 

c.. Drapes and curtains. 

d. Employes’ uniforms. 

2. Methods of issue—exchange 
basis. 
3. Laundry facilities. 
4. Replacements. 
5. Inventory. 
g. Accident and Fire Hazards. 
1. Prevention. 
2. Control. 
h. Insect and Rodent Extermina- 
tion. 
1. Prevention. 

a. Cleanliness 

1. Do not allow food particles 
or dust to collect on floors, 
shelves, working surfaces, 
or in drawers. 

2. Keep food in tightly cov- 
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bulk cereals, sugars, and 
flours. 

3. Keep cabinets, cupboards, 
shelves, and storage areas 
clean. 

4. Garbage and trash emptied 
at regular intervals. Scald 
cans daily. 

b. See that screens are in good 
condition. 

c. Avoid moisture—do not 
leave wet mops or dish 
cloths around. 


d. Seal cracks and holes 
through which pests may 
enter. 

2. Extermination procedures and 
control. 
i. Garbage and Waste Disposal. 
1. Garbage should be removed 
at regular intervals during the 
day. 

a. Space to be refrigerated or 
screened and_ ventilated. 

b. Kept in a cool, dry place 

(Continued on page 119) 
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Van's fame has spread 
to South America 


@ The fame of Van and this name plate long ago spread beyond 
the U. S. The latest of dozens of food service installations in South 
America is the recently completed Instituto de la Ciudad Univeri- 
taris Hospital at Caracas, one of the largest in Venezuela. Van 
engineered, fabricated, supervised installation of all equipment 
for preparation and serving of food .. . all stainless. 


@ Make use of Van's century of experience when you plan food 


service equipment improvements. 


Yhe John Van Range © 








EQUIPMENT FOR THE PREPARATION AND SERVING OF FOOD 
DIVISION OF THE EDWARDS MANUFACTURING CO. 
Branches in Principal Cities 


409-415 EGGLESTON AVENUE 


CINCINNATI 2, OHIO 
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Credits and Collections 


t is a recognized fact that the magni- 
tude and severity of economic 
problems in the post-war period have 
brought economic issues to the fore- 
ground of popular discussion. We have 
heard considerable talk during this 
period of recession, which in some 
cases has even been referred to as a 
minor depression. The various evi- 
dences of unemployment seen in many 
localities and in diversified industries, 
have naturally been of some concern 
to many of us in analyzing Accounts 
Receivable. 


Let us examine for a moment some 
of the data published by the Govern- 
ment in its Survey of Current Business 
(February, 1950 issue): 


“1949 was another year of high 
production, income and employment. 
The output of the economy was as 
large as in 1948 in real terms. 

“A slight downward trend in per- 
sonal income was associated with 
the farm component [but] monthly 
data for non-agricultural income 
showed an extreme variation be- 
tween high and low month of only 2 
per cent, and 11 of the 12 months 
were within a 1 per cent range. 

“Private wages and salaries were 
about $1% billion lower in 1949 than 
in 1948. This small decline stemmed 
from reduced employment and; in 
lesser degree, from a slightly shorter 
work-week. Roughly, three-fifths of 
the total reduction in man hours, 
however, was off-set by moderate, 
but fairly general, increases in aver- 
age hourly rates of pay. 

“Consumer demand in the aggre- 
gate remained firm in 1949, provid- 
ing a source of economic strength 
in a year of declining investment.” 


Unemployment and its relative inci- 
dence as a per cent of the civilian la- 





This article is excerpted from a paper 
presented by Mr. Morgan to the American 
Association of Hospital Accountants’ ‘Ac- 
counting Clinic and Workshop” at Indiana 
University, Bloomington, Ind., July 16-21, 
1950. Besides being controller of The Gen- 
esee Hospital, Rochester, N. Y., Mr. M 
is secretary-treasurer, A.A.H.A. He is a 
graduate of the Rochester Institute of Tech- 
nology and an instructor in Economics and 
Office Management. 
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by FREDERICK C. MORGAN 


Controller, The Genesee Hospital 
Rochester, N. Y. 


bor force for the last three years, and 
for 1940, is shown below: 


Average Civilian 
unemployed labor force 
Year (millions) (per cent) 
1940 8.1 14.6 
1947 2.1 3.6 
1948 24 3.4 
1949 3.4 55 


Business Week, in its issue of June 
10, 1950, made the following state- 
ment: 

“The labor force in May count 
was 800,000 larger than a year ago. 
But, unemployment was more than 
200,000 lower. That means a gain 
of a little better than a million for 
total employment.” 

Another important observation in 
this issue reads as follows: | 

“Consumers continue to buy on 
the cuff. Even though they have 
paid off $650 million of charge- 
account debt since the end of 1948, 
total consumer credit is back close 
to last year’s peak of $18.8 billion.” 
You might wonder what all of this 

has to do with the subject of Credits 
and Collections. I believe it is of the 
greatest importance and significance 
to have a basic understanding of the 


credit trend of our economy. Having - 


full realization of this consumer trend 
in installment buying, we in the hos- 
pital field are faced with the urgent 
need of reviewing our credit and col- 
lection policies. 

Establishing an effective policy to 
meet the needs and demands of this 
dynamic economy requires careful 
study and consideration by every 
member of the administration, includ- 
ing trustees, administrator, controller, 
financial and admitting officers. Such 
study and consideration should not be 
made only by “top management,” but 
by the coordinated thinking of each 


and every person having anything to 
do with credit and collection work. 
The result of such coordination will 
be a well-rounded formula for final 
consideration and approval by “top 
management.” In this way, not only 
will management have a complete un- 
derstanding of the over-all problem, 
but every person responsible for carry- 
ing out the policy will have full and 
complete knowledge of the facts and 
reasons which entered into the formu- 
lation of these policies. This complete 
and cooperative understanding is es- 
sential if we are to keep pace with our 
turbulent economic conditions. 


I believe it advisable to explain the 
meaning and function of the “financial 
officer.” Some of you would no doubt 
refer to him as the “credit man.” At 
the Genesee Hospital we do not use 
such a title, nor the term, “credit de- 
partment,” for psychological reasons. 
We feel the term “financial officer” re- 
moves some of the adverse implica- 
tions and stigma attached to “credit,” 
and allows a broader interpretation 
which involves frank discussion of the 
person’s financial condition, and the 
various factors of character, honesty, 
pride and desire to pay. 

Debtors fall into three classes: 


1. Those who can and intend to pay 

2. Those who can but won’t pay 

3. Those who absolutely can’t pay 

Knowing which category each ac- 
count is to be classified under, is the 
first step in this program. The finan- 
cial officer need not be a trained 
psychologist, but it is essential that he 
have a basic understanding of human 
nature—how one person differs from 
another, and why. One of the finest 
publications in this respect, which 
would be of great help to anyone, is 
Human Relations in Action, by Calvin 
Thomason, head of the Social Science 
Department at the Rochester Institute 
of Technology. 
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Speaking of character in credit, Mr. 
James Broom, manager, Lumberman’s 
Credit Bureau of Toronto, Canada, 
says: ; 

“Character is recognized as being 
the most important factor essential 
to credit. Authorities place it first 
in priority over Capacity and Capi-. 
tal. The essence of credit is belief or 
trust, and this cannot be better por- 
trayed than in the following defini- 
tion of credit: 

““Credit is the power inherent in 
the prospective borrower which in- 
duces another person to transfer 
goods or services in the present on 
the promises of future payment. Be- 
lief that a promise will be fulfilled is 
based more on character, a belief 
that a man will keep his word or 
make every endeavor to do so, than 
on anything else.’” 

When the financial officer appraises 
the character of a patient or of the 
“responsible person,” he is usually 
only investigating reputation. There is 
of course a substantial difference be- 
tween the two. Character is within the 
man himself, while reputation is in the 
minds of others. 

To appraise an individual properly, 
it is necessary to examine his personal 
habits, integrity, business ethics, 
record of bankruptcy and/or other ob- 
ligations. His style of living is import- 
ant, for there are many people who live 
beyond their means, thus showing a 
definite lack of the kind of character 
required in a good credit risk. Two 
favorable factors of good character are 
ability to pay and determination to 
pay. A man of high character will not 
obligate himself beyond his ability to 
pay. If he becomes involved financial- 
ly, he may become slow, but will make 
every effort to pay every cent he 
owes. It is possible that his apparent 
unwillingness is due to inability to pay 
because of temporary unemployment, 
sickness, or some other valid yeason. 

It is important that the financial of- 
ficer have also a complete understand- 
ing of the three principal factors of 
collection psychology: (1) Honesty, 
(2) Pride or sense of shame, and (3) 
Desire for good credit. 

These factors are inherent to some 
extent in’ most individuals and -will 
naturally affect our classification of 
a debtor in one of the three categories 
referred to. Care and caution are re- 
quired in making this analysis and 
classification. There can be no mis- 
taken identity. 

When we begin the serious consider- 
ation of establishing a sound Credit 
and Collection Manual, we find our- 





a. g Ways 
The John Marshall Plan 
works to the advantage 

of the hospital = 









* All patients get uniform service 


benefits 


* Simplified procedures eliminate 
administrative problems 


* Plan assumes full financial 
responsibility 


* Pays direct to the hospital 


* Pays at the hospital’s regular 
established rates 


* Requires no detailed health reports 
a 


* All benefits renew automatically 
with each admission 


* No collection from patient for semi- 
private service including all extras 


%* Fullmaternity and dependent coverage 




















The John Marshall lan for Hospital Cave 


GROUP DIVISION 


BANKERS LIFE AND CASUALTY COMPANY 


CHICAGO 30 ® ILLINOIS 
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selves with the following principal 
phases: 


. Pre-admission procedure 

Admissions 

. Advance payments 

. Council or attorney affiliation 

. Billing procedure 

. Discharge procedure of unpaid 
accounts 

7. Follow-up procedure 

8. Public relations 


Rochester hospitals are now follow- 
ing an established “pattern” which 
has been approved by their various 
boards of trustees and administrators. 


Aun-lfwne 


Pre-Admission Procedure 
After receiving a request for a reser- 
vation for an elective patient, the ad- 
mitting office should send the follow- 
ing to the patient: 
1. Pre-admission form — asking for 
specific information and certain fi- 


nancial data, all of which are essen- 
tial for the records. 


2. Self-addressed envelope—for the 
convenience of the patient in return- 
ing the pre-admission form. 
3. Reservation acknowledgement— 
so the patient will be advised that 
reservation has been made. 


4. Hospital policy booklet — outlin- 
ing the pertinent rules of the hos- 
pital for the full information of the 
patient. 


Credit Rating is a definite must re- 
quiring prompt attention at the time 
of booking. The care and thought 
given this phase of the admitting pro- 
cedure will generally determine the 
operating efficiency of the financial 
office. 

Most larger cities have well organ- 
ized credit bureaus which render effi- 
cient service. The cost of such service 
should be considered in somewhat the 
same light as insurance premiums. In 
Rochester, the Hospital Council main- 
tains the credit contract with the 
bureau—which makes for more eco- 
nomical operation to the individual 
hospital. (Rates are 50 cents for a 
local report, or $1.00 to $1.75 for an 
out-of-town report.) 

When an unsatisfactory report is 
received, the financial officer should 
advise the physician of this at once, 
and a letter should be sent to the pa- 
tient requesting him to call at the hos- 
pital to arrange for payment before 
booking can be certified. 

We feel that this precautionary 
procedure is well worth the time, effort 
and expense to protect our interests. 

Elective compensation cases should 
be called to the attention of the insur- 
ance carrier promptly, so that written 
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authorization will be received by the 
hospital before the patient’s admis- 
sion. 

Elective veterans cases also require 
authorization from the Veterans Ad- 
ministration before the patient’s ad- 
mission. 


Admissions 


A word of caution: One of the 
commonest errors in good credit 
procedure is the apparent lack of 
attention to essential details of 
determining the complete address 

of a patient. Many times the ad- 

dresses are not correctly written. 

The street address of an out-of- 

town patient may be recorded, 

for example, but not the name of 
the city or town. Correct spell- 
ing of the name of the patient or 

responsible person is most im- 

portant, as is the correct middle 

name or initial. 

Private and Semi-Private. In cases 
where the patient has not previously 
received the hospital policy booklet, 
the interviewer should give one to the 
patient (or responsible person in- 
volved), calling specific attention to 
the credit policy of the hospital. 

If the essential financial data have 
not been previously received, the in- 
terviewer should make every effort to 
secure them at such interview. It is 
important to get the full name and 
address of the responsible party or 
guarantor, place of employment and 
credit references. Whenever possible, 
ask for verifying identification, being 
sure this information is requested in a 
friendly and courteous manner. 

Obstetrical. Because hospital insur- 
ance coverage for obstetrical patients 
is generally on an indemnity basis, 
the precise coverage should be ascer- 
tained from the hospital service cor- 
poration listed on the pre-admission 
form. , 

Ward Patients. All ward patients 
should be interviewed by the financial 
officer at the time of admission, or as 
soon thereafter as possible, as it. is 
quite likely that the majority will re- 
quire deferred payment terms. 

The financial officer has the au- 
thority to make adjustments or allow- 
ances to bring the account into line 
with an “ability-to-pay” basis. In 
such adjusted cases, the amount of 
such adjustment is generally not ap- 
plied to the account until the patient 
or responsible person has paid the full 
amount agreed upon. In county wel- 
fare cases, the account is adjusted at 
the time of discharge, to the amount 





expected from the welfare depart- 
ment. 

Liability Patients. All such patients 
should be requested to pay the account 
on or before discharge, because few 
hospitals can afford to carry such 
accounts as “pending third-party 
settlements.” A liability report form 
is used, giving all essential details of 
those involved in the accident, includ- 


‘ing the drivers of other cars, and their 


insurance cCatriers. 

Agreement to Pay. The agreement 
to pay should be signed by a financial- 
ly responsible person. If such an in- 
dividual is not available at the time 
of admission, the admitting officer 
should instruct the patient to request 
the responsible person to stop at the 
financial office to sign the agreement. 

It is highly important that the ad- 
mission form contain a statement 
that the patient or responsible person 
has been informed of the credit policy 
of the institution, and that this state- 
ment be signed by both the admitting 
officer and the patient or responsible 
person. 

Advance Payments. When a credit 
report is received indicating a ques- 
tionable or unsatisfactory status, the 
financial officer should so advise the 
physician and also arrange for an im- 
mediate interview with the patient or 
responsible person, so that an advance 
payment will be made promptly, with 
a definite understanding regarding 
payment of the balance. 

Value and Use of a Debtors’ File. 
It is advisable for each hospital to 
maintain a file consisting of the record 
of all accounts “written-off-to-bad- 
debts”—and this same file might well 
contain also the record of all accounts 
turned over for collection. 

For such a file to be of greatest 
value, it should be kept in “current 
status,” with payments recorded as 
promptly as any additional account 
is added. This file should be checked 
on every admission, so that full finan- 
cial particulars will be available im- 
mediately, if the patient has had a 
previous admission. If such a record 
is indicated for a patient now being 
admitted, the financial officer should 
be notified at once, so he can arrange 
an interview concerning weekly ad- 
vance payments. 

Billing Procedure. The accounts 
for patients in the house, who have 
hospital insurance coverage, should 
be reviewed at least once a week by 
the financial officer and on such ac- 
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counts as he may select, statements 
should be prepared for any and all 
“extras” not covered by the insurance 
contract. These statements should be 
summarized by name, location in the 
house, and amounts due. As pay- 
ments are made, they should be re- 
corded on the list so the financial of- 
ficer can keep such unpaid items under 
close observation. 

Extreme tact is desirable in present- 
ing a bill to a patient or responsible 
person while the patient is still in the 
house. It should always be given to 
the responsible person or family mem- 
ber, unless the patient himself has 
signed the agreement statement. At 
the time of discharge, and as the pa- 
tient or responsible person pays the 
account, he should be informed that 
the statement he is paying covers all 
charges received in the business office 
up to that time and that if any addi- 
tional charges are received after dis- 
charge, an additional billing will be 
made. 

If, however, such a “late charge” 
does occur, we do not bill for a rela- 
tively minor item such as, for example, 
a late penicillin charge of $2.25 on 
an account where the patient has al- 
ready paid $200 or $300. Instead, we 
write such a charge off as an allow- 
ance adjustment. This, we feel, is a 
good public relations gesture. The 
surprising thing about this procedure 
is that over the period of the last 
three years, the total of such “write- 
offs” has not exceeded $600 per year. 

On accounts where the financial 
officer decides to bill the late charges 
to the patient, a statement is pre- 
pared giving the necessary details 
(never indicating the “balance due”’). 
On such a statement a sticker is at- 
tached calling attention to the fact 
that it is a late charge and apologizing 
for the delay in billing. Our collection 
returns on such items are really aston- 
ishing—with only a bare minimum re- 
sulting in “write-offs.” 

Discharge Procedure of Unpaid Ac- 
counts. All ledger accounts should 
indicate whether the patient has hos- 
pital insurance, and whether this is 
OK’d by the service corporation. 
Likewise, if the account is compensa- 
tion, liability, welfare, etc., it should 
be so indicated. In the case of com- 
pensation, the name of the carrier 
should be shown for quick and easy 
reference. 

In all inactive welfare cases, it is 
our policy to have the patient or re- 
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sponsible person sign a demand note 
for the amount of the account, so that 
if it is rejected by the welfare depart- 
ment, evidence of the obligation is im- 
mediately available. In this case the 
financial officer contacts the patient 
or responsible person and arranges for 
an interview without delay, so that 
a satisfactory basis of settlement can 
be arranged for. 

Where arrangements have been 
made at the time of admission, or in 
some cases, at the time of discharge, a 
deferred note is to be used. (This is 
more detailed and useful for install- 
ment arrangements.) It is important 
that the person signing the note fully 
understand the terms of the note to 
eliminate any question at a later date. 


Follow-Up Procedure 

Hospital directors, controllers, and 
financial officers must realize that 
the longer an account is held without 
action, the less valuable it becomes. 
The importance of prompt and con- 
tinuous action cannot be over-empha- 
sized. It means dollars saved. 

The collection of installments, 
notes, and delinquent accounts should 
be the responsibility of the financial 
officer. Consistent and systematic 
follow-up is important and produces 
the best results. This is so important 
that “slip-shod” methods should not 
be tolerated at any time. 

A close follow-up should be made on 
accounts which have been discharged 
without any terms, to prevent their 
falling into some disorganized, inef- 
fectual monthly (or some other pe- 
riodic) basis. 
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Generally speaking, a definite time 
limit is essential. This should seldom, 
if ever, exceed 90 days without con- 
sistent effort being exerted for collec- 
tion. When an account reaches the 
point where the financial officer has 
been unable to obtain a satisfactory 
settlement (within a reasonable time), 
the account should be turned over to 
a reliable commercial agency, or, bet- 
ter still, given to an attorney with 
instructions that suit be commenced 
immediately. It is well to ask the at- 
torney for a report of his collections 
and his costs approximately every 
three months. I feel that an account 
should be charged off as soon as it is 
definitely established as uncollectible. 
At the Genesee Hospital we make a 
careful analysis of each account, be- 
fore taking such action. Each account 
is given close scrutiny and decided 
upon individually, rather than by fol- 
lowing some mechanical or arbitrary 
basis of writing off accounts when 
they reach a certain age. 

Obviously the sound method for 
handling patients’ accounts is to exert 
the proper effort prior to or on admis- 
sion of the patient. This.does not of 
course eliminate entirely the unpaid 
balance with inability to pay at the 
time of discharge. In such cases, a 
definite plan should be made for pay- 
ment. 

Hospitals can benefit greatly from 
the liberal use of their credit bureau’s 
facilities, which often assist in finding 
people who have moved or changed 
jobs. (The bureau gives such infor- 
mation at the time of receiving your 
inquiry.) 

If good hospital-patient relations 
are to be maintained, the hospital 
must inform the Council daily, or at 
least once each week, of any activity 
affecting the patient’s accounts, for 
it is only by such action the Council 
can exert its best efforts. The fees for 
such services by commercial agencies 
generally run from 334%4% to 50%. 
In Rochester, our Council charges for 
1949 averaged 22% for regular ac- 
counts collected, and 28% for attor- 
ney-collected accounts. 

One of the outstanding reasons for 
this remarkable service has been 
brought about through the concerted 
efforts of our credit committee and 
the Hospital Council. The committee 
is comprised of the financial officers 
of each of the hospitals. They have 
been having monthly meetings at 


(Continued on page 62) 
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Above: A baby positioned by foam rubber 
pads over his ears to true alignment for exact 
x-rays in short exposures without clouding 


Cephalostat 


OW much does a child’s head 

develop each year? Just how 
much, in accurate millimeter count, 
do the mouth and nasal passages grow 
each year of childhood and until com- 
pletely developed? Can the ultimate 
facial development of an infant be 
predicted? 

These are important questions to be 
answered for the thousands of children 
born with cleft lip and cleft palate. 
Statistics show that one child out of 
every 700 live births is so afflicted. 

The new cephalostat in use at The 
Children’s Memorial Hospital, Chica- 
go, Ill., will answer these questions for 
doctors who are working on the cor- 
rection of such deformities. 

Too often in the past, surgical suc- 
cesses on a child’s cleft lip and palate 
have developed into facial deformities 
and functional failures at the age of 
20. The medical, surgical and dental 
professions have realized that knowl- 
edge on the exact time and extent of 
the head’s growth must be secured. 

Dr. T. M. Graber, assistant profes- 
sor of orthodontia at Northwestern 
University Dental School and research 
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Above: A full-front view of the new appara- 
tus designed by Dr. T. M. Graber of N. U. 
Dental School. It is expected to aid unlucky 





youngsters with cleft lips and palates by mak- 
ing constant measurements possible, thus in- 
suring individually correct surgery for each 








* 
©. 


Above: Full-face view of a mal-occluded 
child for whom this cephalostat may deter- 
mine the proper timing of later treatment 


to benefit cleft lip and palate 


specialist of the Cleft Lip and Palate 
Institute of the Dental School, has de- 
signed the cephalostat. Dr. Harvey 
White, attending radiologist of the 
Children’s Memorial Hospital, has as- 
sisted Dr. Graber with the design of 
the instrument. 

The instrument is made of specially 
high-tempered cast aluminum. Foam 
rubber ear pads are mounted on rods 
which are adjusted to bring the head 
in a true position for x-rays by means 
of a worm gear drive. This mechanical 
principle is of major importance be- 
cause it permits doctors to obtain con- 
stant and accurate x-rays in extremely 
short exposures without clouding and 
distortions. Both lateral and frontal 
views of a head, either a child’s or an 
adult’s, may be taken with the aid of 
this positioner. 

This instrument, the fourth to be 
designed in experimentation by Dr. 
Graber, is welcomed by the Cleft Lip 
and Palate Institute which holds 
clinics at The Children’s Memorial 
Hospital every two weeks. First ex- 
amined by each of the specialists of 
the institute, the child is brought be- 


fore the group where an individualized 
program of treatment is planned. The 
institute includes specialists in pe- 
diatrics, surgery, dentistry, orthodon- 
tia, audiometry, psychiatry, speech, 
nursing and social service. 

Together they decide upon the 
treatment and the time for surgery 
needed to correct the child’s deformity 
so that he or she may be accepted as 
a normal individual. 

These specialists have accepted the 
theory that timing is of utmost import- 
ance. Often surgery must be delayed 
or done partially in different opera- 
tions over a period of years. This pro- 
cedure must be explained to the par- 
ents. The speech and psychological 
development of the child must be di- 
rected during the corrective process. 

The full benefits to be derived from 
the use of the cephalostat are ex- 
pected to follow a long-range study of 
head x-rays which will show only 
changes in growth because they will 
have been taken under conditions of 
constant measurements. Upon this 
survey can be based a program of 
timing for surgical corrections. 
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Some medical- legal problems and 


suggestions for their solution 


This is section two of an article 
which began on page 98 of the July 
issue. 

Determining the liability of a su- 
pervisor for the acts of others is not 
as simple as it may appear. Liability 
is influenced by many factors. 

An important one is: Negligence 
or unskillfulness of an employe can- 
not be charged against the employer 
unless he is chargeable with lack of 
due diligence and care in the selection 
of the employe whom he ought to 
know to be unskillful or incompetent. 

The character of the employer also 
limits the liability for the acts of the 
employes. It is well recognized and 
has. been frequently upheld in the 
courts that charitable institutions 
cannot be held liable for injuries to 
the recipients of the benefits of the 
institutions. It must be emphasized, 
however, that the axiom that a char- 
ity hospital is not liable for the negli- 
gent injuries of a patient is not fol- 
lowed in some states. In others, sharp 
limitations have been imposed. In 
general, there is a tendency away 
from this ruling. 

While the beneficiaries may not be 
sustained in their claims, it is uni- 
versally recognized that non-benefici- 
aries, such as visitors, employes, etc. 
have the right of action frequently 
sustained for injuries received by 
them attributed to the charitable in- 
stitution. For example, a visitor may 
have a just claim against a charitable 
institution if the visitor were to trip 
over materials on an obstructed stair- 
way, etc. 

This liability for tortious acts is of 
importance to the medical record 
librarian in her daily duties. For ex- 
ample, the inadvertent discussion with 
her friends or fellow workers, while 
indulging in mid-morning coffee, of a 
juicy item as revealed by a medical 
record in her safekeeping may make 
her chargeable in a right of action for 
slander or defamation of character by 
the patient whose right of privacy has 
been invaded. The employer may or 
may not be involved dependent upon 
whether or not he exercised due dili- 
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gence and care in the selection, in- 
struction, etc. of his employe, but re- 
gardless of this factor, the medical 
record librarian is still liable for any 
wrong or injurious action on her part. 


2. Statutes of Limitation. Statutes 
of Limitation are laws which place 
a time limit upon the period in which 
an action for claim of damages may 
be instituted. In the absence of a 
statute, an action may be commenced 
at any time. Where a Statute of Limi- 
tation exists, the time limit is fixed 
and the statute may be used as a de- 
fence to void action, if such action 
was begun after the period of time set 
by the statute has lapsed. The time 
periods may vary between jurisdic- 
tions. The medical record librarian 
should ascertain whether or not there 
is a Statute of Limitation in her juris- 
diction and if so, what the period of 
time is. The Statute of Limitation 
will establish the minimum period of 
time that clinical records must be pre- 
served intact and in toto. 

There are a number of factors 
which qualify the Statutes of Limita- 
tion. These factors may also vary in 
jurisdiction. Some of the more com- 
monly specified factors are as follows: 

(a) The period of time set by the 
statute commences from date of the 
injury or wrong and not from the date 
of the damage. 

(b) The time ceases to run when 
the cause for the action is kept from 
the knowledge of the possible claim- 
ant through fraud, etc. 


(c) Time also ceases to run during 
the time a defendant is out of the 
legal jurisdiction. 

(d) It also ceases to run during the 
time the plaintiff is a minor and com- 
mences to run when such minor at- 
tains his or her majority. 

(e) If the cause of action is a con- 
tinuing process, the Statute of Limi- 
tation commences only upon the ces- 


sation of the injurious or wrongful 
action. 


(f) In the absence of a Statute of 
Limitation, the right of action ceases 
upon the death of either the plaintiff 
or the defendant. 


C. Processes of Law 


There are a number of processes 
or procedures of law with which the 
medical record librarian should be 
familiar as she may encounter some 
of them during her daily activities. 
Those which will be discussed are: 

(1) Subpoena. 
(2) Summons. 
(3) Injunction. 
(4) Affidavit and Deposition. 

(1) Subpoena. A subpoena is a 
process to compel the attendance of 
a person whom it is desired to use as 
a witness. Literally, it means “under 
penalty.” 

It may be issued by an attorney 
unless otherwise provided, and in this 
case, the attorney attests it in the 
name of the judge, the clerk or other 
proper official. Judges, referees, arbi- 
trators and commissioners generally 
are permitted by statute to authorize 
subpoenas. 

Subpoenas are only valid in the 
state or district wherein issued and 
must be accompanied by a subpoena 
fee to be valid. However, it may be 
pointed out that the payment of wit- 
ness fees is in association with civil 
actions only. In criminal cases, a 
witness must obey a subpoena without 
tender of witness fees in advance. 
Another exception is in the case of a 
Federal Court where the witness fee 
need not be paid in advance unless 
the witness can prove that he does not 
have the necessary funds to reach the 
court. 

The fee should be commensurate 
with the cost of travel and the time 
spent, at least one day. A person 
legally served with a subpoena must 
attend as directed under penalty of 
contempt of court. 

A special form of subpoena is a 
subpoena duces tecum, which literally 
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means ‘‘bring with you.” This form 
of subpoena is required when records, 
books, etc. are to accompany the 
witness. 

Although a subpoena duces tecum 
may be addressed to the superintend- 
ent, he does not necessarily have to 
be personally responsible, as the rec- 
ords, etc. may be sent by messenger 
or carried by the medical record li- 
brarian. The superintendent of a hos- 
pital (a corporation) may delegate 
the medical record librarian or an- 
other to act for him. 

Strictly speaking, a subpoena duces 
tecum does not confer the right upon 
either the litigant or defendant to in- 
spect the record. However, generally 
it is advisable to do so when re- 
quested, because invariably the court 
will order the custodian of the record, 
when requested by either side, to 
permit the inspection. When in doubt, 
it is always advisable to refer the 
request to the court for direction or 
order. 

The party against whom the sub- 
poena is sought has the right to judi- 
cial determination as to whether the 
matter is material to the case and 
whether its production in court will 
violate constitutional rights. This is 
a matter for court determination, and 
if the medical record librarian ques- 
tions the right to produce the evi- 
dence, she is advised to consult with 
the court for a ruling. 

(2) Summons. A summons is not a 
subpoena. It is a procedure, called a 
writ, directed to the sheriff or other 
officer requiring him to notify the 
person named that an action has been 
commenced against him in court; that 
he has to appear when named and 
answer the complaint. Failure to at- 
tend may result in a judgment against 
the individual named. The record 
librarian probably will have fo con- 
tact with summonses. 

(3) An Injunction. An injunction is 
a writ or order requiring a person to 
refrain from a particular act. It may 
be granted by the court in which ac- 
tion is brought and, when made by 
a judge, it may be enforced as an 
order of the court. As in summonses, 
medical record librarians will have 
infrequent contacts with injunctions. 

(4) An Affidavit and Deposition. 
An affidavit is a written statement 
taken under oath by an authorized 
officer. It is an ex parte voluntary 
statement without notice of cross ex- 
amination. An ex parte statement is 
a statement by or for one party only, 
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without notice to, or opposition by 
another. It, therefore, differs from a 
deposition, which is a statement taken 
in writing, under oath or affirmation, 
before some judicial officer and in an- 


_swer’ to questions, either oral or 


written. A common interpretation of 
a deposition is an “Oath.” 


D. Forms of Law 


There are several forms of law, 
but only three are of interest to the 
Medical Record Librarian, namely, 
common law, statutory law and case 
law. 

Common Law and Law of Statute. 
Common law is that body of law and 
juristic theory which was originated, 
developed and formulated and is ad- 
ministered in England and has ob- 
tained among most of the States and 
peoples of Anglo-Saxon stock. It is 
essentially unwritten law and receives 
its binding force from immemorial 
usage and universal acceptance. It is 
thus distinguished from Roman law, 
modern civil law, the canon law and 
other systems. 

To this common law, known as lex 
non scripta (or unwritten) have been 
added written codes or sections com- 
monly called statutes. Such codes or 
statutes grouped together are referred 
to as the law of statutes and are com- 
monly known as the written law. 

Case Law. Case law may be con- 
sidered an expansion of both common 
law and statutory law. It is the out- 
come of court decisions which may be 
based either upon common law, statu- 
tory law, or both. As such, it forms 
the basis for future promulgations of 
statutory law. 


E. Law Phrases 


The medical record librarian will 
frequently encounter certain law 
phrases which may be confusing to 
her unless she understands their sig- 
nificance. Some of these. phrases are: 

Ad libitum, At pleasure. 

Affiant, One who makes a written 

statement under oath. ; 

Bona fide, Actual, real, in good 

faith. 

Capais, That you take. 
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Certiorari, To be certified of. 

Contract, An agreement. 

De facto, In fact. 

De jure, Of right, by authority of 
law. 

Duces tecum, Bring with you. 

Ex contractu, Arising from a con- 
tract. 

Ex delicto, Arising from offense or 
misdeed. 

Ex officio, In the course of duty; 
by virtue of his office. 

Ex post facto, After the fact. 

Habeas corpus, That you may have 
the body. 

In rem, In respect to the thing. 

Inter alia, Among other things. 

Ipso facto, By the fact itself. 

Mandamus, We command. 

Nolle prosequi, Do not prosecute. 

Non compos mentis, Not in his 
right mind. 

Prima facie, On the first view. 

S.S., Silicet; To wit; that is to say. 

Subpoena ad testificandum, A 
subpoena to give evidence. 

Subpoena duces tecum, You shall 
bring with you the papers men- 
tioned in the subpoena. 

Teste, Witness. 

Tort, A wrongful act, not a breach 
of contract, for which a civil ac- 
tion will lie. 

Verbatim, Word for word. 


The Application of Forensic 
Medicine by the Medical Record 
Librarian 


Many medical record librarians will 
wish to delve much deeper into the 
study of forensic medicine than is 
covered by the previous discussion. 
In the interest of increasing her gen- 
eral efficiency and education, she 
should be encouraged to do so, but 
the foregoing discussion will usually 
be sufficient for her to meet ade- 
qately any medico-legal problem pre- 
sented to her in her daily activities. 

Her contact with consent for op- 
eration and treatment will be negligi- 
ble. If it is the policy of the institu- 
tion to obtain consent for operations, 
it wll be her responsibility only to as- 
certain that such consent slips are a 
part of the record and are legally 
sound. Her knowledge of the factors 
qualifying consent for operation must 
be sufficient for her to interpret the 
policy established and to permit her 
to determine whether the absence of 
a consent slip is justified and whether 
the supporting evidence justifying the 
absence of a consent slip is a part of 
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the clinical record and is sufficient. 
If any doubt arises, she should refer 
the discussion to her immediate su- 
perior, usually the administrator or 
medical director. 

Similarly, her contact with consent 
for autopsy will be negligible, as it is 
not her responsibility to obtain such 
consent but only to ascertain that 
consent is properly a part of the clini- 
cal record whenever an autopsy has 
been performed. In the event of au- 
topsies performed at the direction of 
the coroner or medical examiner, it is 
her responsibility to ascertain that 
the clinical record has the proper 
notations to substantiate and justify 
the autopsy. 

In regard to consent for treatment, 
her contact will usually be limited to 
a check of the presence of a duly 
signed and witnessed release from re- 
sponsibility if the patient leaves the 
hospital against the advice of the 
physician. 

In the event the patient has refused 
to sign a release, the clinical record 
should contain a statement signed by 
the physician and duly witnessed, 
setting forth the circumstances, rea- 
sons and warning against the prema- 
ture departure. 

Problems involving the right of pri- 
vacy and privileged communications 
will arise almost daily in the medical 
record department. A knowledge of 
the basic principles involved and of 
the many qualifying factors will aid 
the medical record librarian in arriv- 
ing at proper solutions to the prob- 
lems. The medical record librarian 
may use as a guide the following gen- 
eral and specific comments: 

Non-professional information, such 
as name, address, date of hospitaliza- 
tion, etc. is not considered privileged 
and may usually be divulged with 
impunity. 

All professional information is to 
be considered privileged and not be 
released without a properly signed 
and witnessed consent. 

No information should be given 
over the telephone at any time except 
in an emergency and then only after 
verification of the recipient of the in- 
formation as one who is entitled to 
the information. 

No one may see a clinical record 
without the consent of the patient. 

There are certain exceptions to this 
general rule: 

1. Those individuals who have 
been responsible for the inclusion of 
professional information may review 
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the record. 

2. Clinical records may be used for 
study and research purposes in which 
case the individual using the record 
is legally and ethically prohibited 
from divulging any information which 
may be obtained during such studies, 
but clinical information may be used 
for publication of scientific papers, 
etc., if the identity of the patient is 
not revealed. 

3. The administrative authority has 
the right of access to clinical informa- 


tion in the interest or the protection 


of the patient, patients or public, but 
in any such case, it is incumbent upon 
that administrative authority to pro- 
tect the interests of the patient and 
safeguard them from embarrassment, 
exposure, etc. 

4. Clinical information, of course, 
may be divulged in a proper court, 
tribunal, etc., when subpoenaed 
through the legal service of a sub- 
poena duces tecum. 


5. Professional information may be 
furnished to those governmental au- 
thorities responsible for the protec- 
tion of the general health of the com- 
munity but only in sufficient detail 
to permit the authority to protect the 
general public and, of course, always 
in conformity with statutes or local 
ordinances. 


In all other cases, it is considered 
advisable to have a consent for re- 
lease of information duly signed and 
witnessed prior to the furnishing of 
any professional or clinical informa- 
tion. 

Best Evidence. Best evidence is re- 
garded as the evidence which is origi- 
nal, not copied or duplicated. Hence, 
clinical records should consist of the 
original of each form or sheet, and 
not the copies. While this practice is 
almost universal in hospitals, yet 
occasionally, clinical records are found 
in which the face sheet is a duplicate, 
and the laboratory, x-ray and other 
reports are also duplicates, the origi- 
nals being filed in the department 
originating the form. This is not an 
acceptable practice and may cause 
embarrassment or inconvenience to 
medical record librarians on presenta- 
tion of clinical records in courts, etc. 
Recently, some courts have ruled 
favorably upon the acceptance of mi- 
crofilmed records, but it is considered 
advisable for each medical record 
librarian to ascertain the status of 
microfilmed records in her jurisdic- 
tion. Ditto copies and photostats are 


accepted as meeting the requirements 
of the best evidence law. 

An additional duty frequently 
added to the many already assigned 
to the medical record librarian is that 
of “watch dog” for the legality of 
consents. As watch dog, she should 
remember that the forms of consent 
for operation, autopsy, release from 
hospital, etc., must be legally execut- 
ed. To ascertain this, she must know 
that the signature is that of a person 
not since deceased, for the authoriza- 
tion of a person who has died since 
executing the authorization invali- 
dates the document. However, this 
factor will usually only enter the case 
when the consent is for the release of 
privileged communication. The con- 
sent should also be duly witnessed 
and by an individual not implicated 
in the consent or the action authorized 
in the consent. 

For her own protection and for the 
protection of the institution for whom 
she works, the medical record librari- 
an must clearly understand the im- 
plications of liability for her own 
tortious acts and for the tortious acts 
of others, particularly if she functions 
in a supervisory capacity with admin- 
istrative authority over assistants, 
stenographers, . clerks and _ others. 
While recognizing her own responsi- 
bility, she should instill into her em- 
ployes a similar recognition and ad- 
minister her department in such 
fashion that tortious acts will not 
occur. It is to her that her assistants 
and subordinates will look for guid- 
ance in problems concerning privi- 
leged communications, etc., and she 
must by advice, instruction and ex- 
ample set a pattern of action which 
will at all times conform to ethical 
and legal requirements of human re- 
lationship. 

From time to time, the medical 
record librarian may appear in a court 
before a compensation commission or 
other tribunal in response to the serv- 
ice of a subpoena duces tecum as the 
custodian of the record. It is her re- 
sponsibility to obey the subpoena if 
legally served, and it is not her re- 
sponsibility to question the validity 
of the record or its admissibility as 
evidence. If for any reason she should 
question the use of the record for pur- 
poses of evidence, it is suggested that 
she refer the matter to the hospital’s 
attorney through her administrative 
superior. Unless the hospital attorney 
can secure an injunction restraining 

(Continued on page 114) 
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JUST PUSH THE BUTTON 


to put these powerful forces 
to work in your company 


Right now management has an unusual opportunity to gain 
employee-relations value from the high public interest 
these genii have created for U. S. Savings Bonds. During 
the Treasury Deparitment’s Independence Drive, May 15- 
July 4, every major advertising medium has been used to 
broaden the people’s interest in Savings Bonds as a means 
of building financial independence. Now, more than ever, 
as a result of this all-out campaign, your employees will 
appreciate the convenience of being able to obtain Bonds 
“automatically” via the Payroll Savings Plan. 


If your company doesn’t yet have the Payroll Savings 


Plan, now’s the most opportune time for you to install it! 


If your company does have the Plan, now’s the time to 
remind employees about it! 


Employees who pile up money in Savings Bonds feel 
more secure... are actually better workers. Moreover, 
Bond sales build a backlog of future purchasing power— 
good “business insurance” for all of us in the years ahead. 


Payroll Savings is good for your employees, your busi- 
ness, and your country. “Push the button”—call in one of 
your top executives and appoint him Savings Bonds Officer. 
All the material and assistance he may need are available 
from your State Director, Savings Bonds Division, U. S. 
Treasury Department. 


The Treasury Department acknowledges with appreciation the publication of this message by 


HOSPITAL MANAGEMENT 





This is an official U. S. Treasury advertisement prepared under the auspices of the Treasury Department and The Advertising Council. 
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PRODUCT NEWS & AIDS 








Nursery bottle washer 


A thousand nurs- 
ing bottles can be 
scrubbed safely clean 
in an hour’s time 
with the new bottle 
washer available only 
through the Ameri- 
can Hospital Supply 
Corporation. The 
washer, which clamps 
easily over the sink, 
provides no installa- 
tion problems, weighs 
only 21 pounds and 
requires no _ servicing, oiling or plumbing difficulties. 
Either four or eight ounce bottles can be accommodated at 
one time by the bottle washer as can wide or narrow neck 
bottles. The brushes are made of sturdy nylon bristles which 
last and last. But best of all, probably, is the saving of 
nursing time the bottle washer makes possible through the 
elimination of hand labor. 


Circle 801 on mailing card for details. 





Multi-Vent ventilating panel 
The. indoor weather 
forecast for all seasons 
will be “continued mild 
and pleasant” for all air- 
conditioned rooms hav- 
ing the new low-velocity 
air distribution ceiling 
panel recently intro- 
duced by the Multi-Vent 
Division of the Pyle In- 
ternational Co. The air 
distributing system, 
which was originally de- 
veloped to solve the 
problems of heating, 
ventilating and air conditioning railroad passenger cars, op- 
erates by displacement rather than high velocity injection 
and consequently there are no strong air streams to aim and 
no change in the air flow pattern when the air supply is 
varied. The cut (above) shows the suspended type. 


Circle 802 on mailing card for details. 


Bring walls to life with photographs 
sae Here’s a really dif- 
es ferent approach to in- 
terior decoration that 
should be given a try 
in hospitals wanting 
to get away from a 
strictly institutional 
look. Pictured at left 
is a wall-mural de- 
picting a lush moun- 
tain lake which al- 
most makes you feel 
as though you could 
wade right into it. 
It’s a photographic 
reproduction made by 
Foto Murals of California, and the business office it domi- 
nates is given a refreshingly different and dramatic look. 
These unusual Foto Murals are made with a specially dur- 
able treated surface which can be washed with mild soap 
and water. They are supplied with an unpainted mitred frame 
at a reasonable cost. 
Circle 803 on mailing card for details. 
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Automatic flatwork folder 


Pictured at left is the 
Fold-Fast Automatic 
Folder now being built 
by the Troy Laundry 
Machine Division of 
American Machine and 

- Metals, Inc. Troy re- 
cently bought the exclu- 
sive right to manufac- 
ture the folder from the 
Sjostrom Machine Co. 
The machine will auto- 
matically fold, stack and 
count towels, pillow 

cases, napkins and other small flatwork pieces at the astonish- 
ing rate of around 2400 pieces per hour. It can be placed up 
against the receiving side of a flatwork ironer in combinations of 
one to five units to fold work directly as it comes from the 
ironer. For un-ironed pieces, the folder can be hand-fed by an 
operator. 


Circle 804 on mailing card for details. 


Curtain hooks with plastic rollers 


Another good use 
to which plastic has 
been put is in the de- 
sign of hooks for 
the heavy curtains 
used to screen off 
hospital patients. The 
A. R. Nelson Co. has 
fitted a pair of plas- 
tic rollers, made by 
the Anchor Plastics 
Co., Inc., to each cur- 
tain hook so that the 
rollers provide the 
only contact with the 

metal curtain rod, thus minimizing noise-making friction. The 
plastic rollers, made of poly-ethylene, the lightest and one of 
the toughest plastics on the market, are found to be much 
more satisfactory than rubber for this purpose since the latter 
is inclined to stick to the curtain rod, particularly at curves. 





Circle 805 on mailing card for details. 


How's your hydrogen-ion concentration? 


That’s a good ques- 
tion sometimes and 
one of the best ways 
to find the answer is 
by using a new model 
pH meter being man- 
ufactured by Cole- 
man Instruments, 
Inc. A pH reading 
(which, we discov- 
ered, ‘signifies the 
logarithm on the base 
10 of the reciprocal 
of the hydrogen-ion 
concentration!) 
above seven repre- 
sents alkalinity and below seven, acidity in an aqueous medium. 
The new Coleman 30 AC, line-operated meter, shown at left, is 
designed for operation at 95-130 volts and is characterized by 
its high stability and almost complete freedom from drift. ‘Op- 
eration of the Coleman pH meter has been greatly simplified. 


Circle 806 on mailing card for details. 
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“Tapeaway”™ in new squeeze bottle 


One of the best 
ideas out in a long 
time—at least as far 
as most taped-up pa- 
tients are concerned 
—is Tapeaway, the 
liquid surgical adhe- 
sive tape remover 
which dissolves the 
gummy tape backing 
so that it can be pain- 
lessly removed. Made 
by the Carand Corp., 
Tapeaway has been 
supplied m an Aero- 
sol can but is now 
available in a squeeze 
bottle made of poly- 
ethylene plastic for 
50c less per eight 
ounces. The new bot- 
tle was made especially for Carand and has a tumble-proof 
bottom. To apply the solvent for removing tape or tape resi- 
due with the squeeze bottle, light pressure on the sides will 
release a sufficient amount. 


Circle 807 on mailing card for details. 
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Sanitary waste receptacles 
The five little con- 
tainers lined up at right 
are the new line of sani- 
tary, all-steel waste re- 
ceptacles being made by | 
the Industrial Products | 
Co. They are made in 
sizes ranging from 11%4” 
x 11%” x 2434” high to 
21” x 21” x 46” high and 
come in either white or 
green baked enamel. The 
tops, hinged at the side, 
are fitted with two independent, silent and self-closing doors 
operated by a simple counterweight inside; both doors swing 
in and may be used at the same time without interfering 
with one another or scratching walls. All are fitted with a 
separate inner bag or metal container making waste dis- 
posal an easy matter. 
Circle 808 on mailing card for details. 


Disposable cutlery 
A knife, a fork and 
a spoon—made of 
plastic but not neces- 
sarily confined to 
é picnic fare. Made by 
Bowes Industries, 
Inc., these Bondware 
Styron plastic eating 
implements may be 
used again but are in- 
expensive enough to 
throw away which 
suggests their use, 
possibly, within con- 
tagious units. The 
fork is exactly like its 
metal equivalent and 
can pick up food in- 
stead of scooping it; 
the knife even has a 
serrated edge, making it sharp enough to cut meat, and all 
three may be had with the special imprint of your hospital 
or sanitarium. 
Circle 809 on mailing card for details. 
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Aluminum windows control ventilation 


Being used more and 
more in hospital and 
school planning is a new 
design in double-hung 
aluminum windows 
which features a built- 
in hopper vent permit- 
ting controlled ventila- 
tion. Shown at left is 
such a window, made 
by Sterling Aluminum 
Windows, with the hop- 
per vent at the bottom. 
Aside from the con- 
trolled ventilation fea- 
ture, aluminum windows 
have the advantage of 
being very easily main- 
tained since they never 
need painting, can’t rot 
or get rust-streaks, and 
operate very easily, never warping or becoming paint-stuck. 
An excellent specifications catalogue, published by the 
Aluminum Window Manufacturers Association, is available. 


Circle 810 on mailing card for details. 





New model annunciator 
The King Prod- 
ucts Co. has brought 
out a new model, 
lamp-type annuncia- 
tor that combines the 
virtues of durability, 
flexibility in arrange- 
ment and circuiting, 
economy and styling 
in such an_ instru- 
ment. Lamp com- 
partments are made 
of reinforced, heat- and shock-proof bakelite anu are light (to 
save shipping costs) and easily assembled. With a neat alumi- 
num trim, the annunciator fits smoothly into the hospital’s 





‘decor and may be used as a nurses’ call unit or, when two of the 


windows are placed vertically back-to-back, as a doctors’ pag- 
ing unit hung from the ceiling or attached to the wall. 


Circle 811 on mailing card for details. 


Marble washfountain with metal base 

The washfountain pic- 
tured at left is one made 
by the Bradley Wash- 
fountain Co., manufac- 
turers of group washing 
equipment, and features 
a metal pedestal with 
the precast marble or 


base is much lighter in 
weight, permitting an 
appreciable saving 
shipping expenses, and 
the metal panels are 
easily removed so that 
the mechanism within 
the base is readily ac- 


panels also make instal- 
lation simpler and give the washfountain a more streamlined ap- 
pearance. Scrubbing problems, too, are made easier around the 
fountain’s base. 


Circle 812 on mailing card for details. 
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cessible. The removable 








Multi-purpose carrying cart 


What turned out 
to be a fine idea in 
the nation’s super- 
markets has been 
adapted to the hospi- 
tal. The grocery- 
store go-cart is now 
being made by Will 
Ross, Inc., for hospi- 
tals, and it looks as 
though it could fur- 
nish a wide variety 
of services therein. 
Two models are available, one with the familiar wire baskets 
(left) and the other with bright aluminum baskets having 
handles across the middle for use without the cart. Built to 
withstand the same kind of work-out given by the average 
Saturday shopper (small children’s rides included), the 
go-carts are durably constructed of welded steel tubing 
finished in chrome plate. Handy for carting around every- 
thing from lab specimens to nursery paraphernalia, the carts 
are about 36 inches high with 10 inches clearance between 
baskets. The baskets are available separately. 





Circle 813 on mailing card for details. 


Aluminum alloy lab clamps 


Under the trade name “Alumaloy,” Laboratory Indus- 
tries, Inc., has introduced a completely new line of aluminum 
alloy laboratory clamps incorporating many new and de- 
sirable, features. Ten new types are available, covering every 
laboratory need and ranging from the large extension clamp 
to a combination small utility and burette clamp. The spe- 
cial alloys used in the manufacture of the new clamps have 
a tensile strength of 45,000 p.s.i, and a pressure-forming 
process gives them a non-porous surface. Alumaloy has an 
extremely high melting point (1100° F. as compared to 
700° F. for ordinary cast zinc) and has the property of dissi- 
pating heat so rapidly that more than 1100° would prob- 
ably be required to damage it. A greater corrosion resist- 
ance assures longer laboratory life, and the basically new 
designs incorporated in the adjustable rod clamp, swivel 
and all-position clamp holders give extra flexibility to intri- 
cate lab setups. The clamps are available only through quali- 
fied laboratory supply dealers since the company doesn’t 
make any direct sales. An 8-page two-color descriptive piece 
is available. 


Circle 814 on mailing card for details. 


Hydraulic wheel stretcher 


An innovation in 
stretcher design has 
been introduced by 
the Kelly-Shaw Hy- 
dro-Cot Co., Inc, 
which promises to 
prove valuable to 
hospitals. The new 
type stretcher, pic- 
tured at left, virtual- 
ly eliminates lifting 
in the handling of 
seriously ill patients 
and accident cases. 
An extra feature is a hydraulic mechanism making it pos- 
sible to collapse the stretcher so that there will be less than 
one foot from the ground to the cot. In turn, the cot may be 
raised hydraulically to the height of a hospital bed or oper- 
ating table or halted and held at any intermediate position. 
The Kelly-Shaw cot incorporating this helpful mechanism 
is equipped with a comfortable mattress pad, side bars, 
smooth-rolling wheels and a back lift. 


Circle 815 on mailing card for details. 
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Furniture finish challenges rough treatment 


After several years of experimentation with various types of 
furniture finish formulas, Carrom Industries, Inc., came up with 
a new finish which they are now applying to all of their furni- 
ture products. Called “Enduro,” the new finish is said to with- 
stand an amazing amount of abuse without losing its beauty. 
For instance, the Carrom people invite such tests as scraping a 
nickel back and forth over the surface of an Enduro-finished 
piece to show that it will not scratch. Similarly, the application 
of such vitriolic substances as lysol, fingernail polish, polish re- 
mover, paint remover or iodine is said to leave the finish un- 
scathed. 

Carrom Enduro-finished pieces are uniform throughout in 
color, and can be had in seven different shades depending on the 
type of wood to be treated or the color scheme to be matched. 
“Formica” surfacing, another Carrom process which makes 
surfaces burn resistant, can be had if desired with the new line. 
In spite of its toughness and ability to withstand hard wear, 
Enduro is an attractive furniture finish made for lasting beauty. 


Circle 816 on mailing card for details. 


Inexpensive knife serrator 


Gadgets, particularly 
the culinary variety, are 
always a temptation 
and here’s another one 
that belongs in most 
kitchens. It is a new 
knife serrator, made by 
the Vesi Serrator Co., 
which will make any 
steel steak knife a knife 
that really cuts. The in- 
itial cost of such knives 
can be reduced by buy- 
ing them plain and ser- 
rating them yourself; the 
gadget will serrate from 
500 to 700 knives and in 
addition will refurbish 
from 1,000 to 1,500 al- 
ready serrated knives 
before needing a wheel 
replacement at small 
cost. It is important to 
; ; note that this processing 
does not cut too deeply into the knife blade, either, extending 
the life of serrated blades. Simple to operate, the Vesi Knife 
serrator is made of aluminum alloy which is strong yet light, 
and the cutting wheel, precision-made of steel, operates on a 
bronze bushing like a rotary file with an extremely fine edge. 


Circle 817 on mailing card for details. 


Where to rent x-ray equipment 


Almost every hospital can now afford complete x-ray equip- 
ment as a result of a new and unique service offered by the Gen- 
eral Electric X-Ray Corp. “Maxiservice,” the G.E. plan and the 
first of its kind, offers a total of 14 services, all of which are 
covered by a fixed monthly charge. Such service is 100 per cent 
chargeable against operating expenses in computing income 
taxes, and G:E. takes care of depreciation, maintenance costs, 
repair costs, insurance, tube replacements and local property 
taxes on equipment. In this way, G.E. figures that lessees will 
earn as they go with peak operating efficiency, fixed costs and 
no capital outlay with which to contend. Flexibility of service, 
too, is possible since equipment can easily be changed or sup- 
plemented. In addition, General Electric assumes the responsi- 
bility of keeping the equipment in top operating condition at 
all times. Covered by Maxiservice is General Electric’s new 
“building block” line of x-ray equipment, known as Maxicon, 
which can be constructed into more than 300 different types and 
niodels of x-ray equipment, thus allowing the hospital to build 
up its equipment as the patient load grows and finances permit. 
Also available are Photo-Roentgen units, for mass chest 
radiography, and four types of x-ray therapy equipment. 


Circle 818 on mailing card for details. 
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NAMES & NEWS OF SUPPLIERS 





Dr. William H. Lycan, formerly re- 
search director of Johnson & Johnson, 
who was recently elected to that com- 
pany’s board of directors. He will be in 
charge of the new Research Center 
which Johnson & Johnson is now build- 
ing in New Brunswick, New Jersey 


The Wm. S. Merrell Co. has an- 
nounced two promotions in its scientific 
executive staff. Dr. Robert S. Shelton, 
a company vice-president and director, 
will take charge of the newly-created 
post of research advisor to top manage- 
ment, and Dr. Harold W. Werner is the 
new director of Merrell’s scientific lab- 
oratories. Dr. Shelton, with Merrell 
since 1933, will be concerned with the 
over-all evaluation, planning and co- 
ordinating of product research and de- 
velopment, while Dr. Werner, who has 
been head of the pharmacology depart- 
ment, will supervise the operation of all 
the company’s laboratories. 


Dr. J. Mark Hiebert has been elected 
to the newly created post of executive 
vice-president of Sterling Drug, Inc., ac- 
cording to an announcement made by 
James Hill, Jr., president and poard 
chairman. Dr. Hiebert has been with 
Sterling for 16 years and during that 
time has served as associate director of 
clinical research, medical director and 
general manager of several Sterling 
pharmaceutical manufacturing enter- 
prises. He received his M.D. from Bos- 
ton University in 1932. 


B. H. Lawson Associates, Inc., Rock- 
ville Centre, N. Y., have announced the 
appointment of Abram J. Van Dyke to 
vice-president. Mr. Van Dyke, a former 
Navy lieutenant commander who was 
the executive officer of the Naval op- 
erating base on Guam during World 
War II, will have direct supervision of 
the firm’s fund-raising activities for hos- 
pitals, colleges and church groups 
throughout the country. 
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Associated with the York Corp., 
York, Pa., since 1926, Ralph L. Beach 
was recently named assistant general 
service manager for the firm which 
manufactures air conditioning and re- 
frigeration equipment. He will work 
with Roger H. Dowling, general service 
manager, in supervising York’s service 
organization. 


At the home offices of Schering Corp. 
in Bloomfield, N. J., division managers 
recently concluded a conference under 
the direction of Herman W. Leitzow, 
domestic sales manager, and plans were 
formulated for streamlining and expand- 
ing the firm’s domestic sales operations. 
Sales and advertising policies, merchan- 
dising problems, expanding territories 
and personnel were discussed, and the 
announcement of several new Schering 
products was made. 


Franklin College, Franklin, Ind., 
awarded an honorary Doctor’s degree to 
one of its distinguished alumni recently. 
E. Dale Trout, an official of the General 
Electric X-Ray Corp., Milwaukee, Wis., 
received the honor as a result of his ma- 
jor contributions to science in the fields 
of medical and industrial x-ray as well 
as radiation measurement. Mr. Trout is 
assistant to the vice-president of 
General Electric X-Ray. 


Two experienced textile men have 
been named to vice-presidencies by 
Corco, Inc., Chicago institutional supply 
firm. Clarence A. Ziedman will be vice- 
president in charge of sales for the com- 
pany and Lewis Grombacher will utilize 
his experience in the textile business 
as vice-president in charge of drapery 
and upholstering fabrics and materials. 
Announcement of the new appointments 
was made by Martin Freedman, presi- 
dent of Corco. 





Miss Beatrice Sprinkel who has been ap- 
poirited assistant advertising manager of 
the Harrower Laboratory, Inc, Jersey 
City, New Jersey. Miss Sprinkel formerly 
held a similar post at the Cutter Labora- 
tories, Berkeley, California 


The Heyden Chemical Corp., New 
York, N. Y., recently appointed Douglas 
J. King assistant manager of the com- 
pany’s professional products division. 
Mr. King will work with Q. S. Ball, 
manager of the division, on sales and 
merchandising of Heyden penicillin and 
streptomycin. 


A. Douglass Brewer, advertising man- 
ager of Wyeth, Inc., Philadelphia, spent 
his vacation, beginning June 1, in a man- 
ner which was demonstrated as especial- 
ly appropriate when the trouble in 
Korea broke out. An officer in the Naval 
Reserve, having left the Navy at the 
end of World War II with the rank of 
commander, Mr. Brewer attended a 
course at Newport, R. I., where officers 
of all of the armed forces discussed strat- 
egy, ways and means in connection 
with the various aspects of war. 





Architect’s sketch of the Tyler Fixture Corporation’s new building now under con- 

struction adjacent to the company’s Niles, Michigan, administrative offices. It will 

house personnel offices, an auditorium and modern display rooms for Tyler’s exten- 
sive line of commercial refrigerators 
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Housekeeping * Laundry « Maintenance 











How are you going to remove those stains? 


Here is 


HIS is section two of the series 

of articles on stains and their re- 
moval which began on page 106 of 
the July 1950 issue of HosprtTar 
MANAGEMENT. 

Hospital laundries and _ hospital 
housekeepers will find useful this fine 
work done in the laboratories of the 
American Institute of Laundering at 
Joliet, Ill., on types of stains and 
their removal. 

Those who would like lists of com- 
mercial preparations which are indi- 
cated for any of these stains may ob- 
tain them by writing to: 


Editorial Department, 
HosPITaAL MANAGEMENT, 
200 E. Illinois St., 
Chicago 11, Ill. 


Simply name the stain for which 
you would like the name of the com- 
mercial preparation indicated for its 
removal. 

Here is the second section of the 
American Institute of Laundering’s 
list of stains and what to do about 
them: 


Bluing stains occasionally may be 
encountered. Although organic dye- 
stuffs or aniline blues are used in pow- 
er laundries, ultramarine and Prussian 
blue may be used in home bluings. 
Since they differ chemically, stains 
resulting from blues require differ- 
ent treatment. 

Ultramarine Blue: These blues, 
which are used in home washing meth- 
ods, usually come in the form of balls 
or blocks. When used they are 
wrapped in a piece of flannel or simi- 
lar cloth and shaken in water until it 
is blue. Ultramarine is a finely divided 
insoluble pigment that is made by 
properly fusing China clay, soda ash 
and sulfur, the resulting mass being 
ground into a powder. It usually is 
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entirely removed during a power 
laundry washing treatment. Resid- 
ual traces can be removed by sour- 
ing and rinsing. Ultramarine is de- 
composed by acid or acid salt solu- 
tions. 

Prussian Blue: Prussian blue is the 
ferrocyanide of iron (ferric-ferrocy- 
anide). It is commonly present in the 
liquid bluing that is used in the home 
laundry. It produces a greenish-blue 
tint. When Prussian blue stains are 
washed in water alone they generally 
wash out without much difficulty. 
When Prussian blue stains are washed 
in an alkaline bath, as is usually the 
case, the alkali will convert the blue 
to a rust-colored stain due to the for- 
mation of ferric oxide. The iron stains 
can then be eliminated by treatment 
in a warm solution of any of the fol- 
lowing sours followed by careful rins- 
ing: 

1. Oxalic acid. 

2. Sodium acid fluoride. 

3. Ammonium acid fluoride. 


Organic Blues: The organic or ani- 
line blues are the ones commonly used 
in commercial laundry practice. They 
may be acid, basic or reduction vat 
dyestuffs. One of the requirements of 
a good blue is that its color can be 
discharged or destroyed by the wash- 
ing operation. This means that the 
bulk of the color should be removed 
by washing and that residual traces 





The Housekeeping and Maintenance 
Department is conducted with the as- 
sistance of Mrs. Orpha Daly, consult- 
ant on hospital maintenance service, 
Chicago, Ill.; David Patterson, Chief 
Engineer of West Suburban Hospital, 
Oak Park, Ill.; and the Institutional 
Laundry Managers Association of 
Illinois. 
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usually may be taken care of by treat- 
ment with Javelle water. In case an 
oxidizing agent does not accomplish 
the desired results use a reducing 
agent such as a solution of warm sodi- 
um bisulfite or one of the hydrosul- 
fites. 

Pieces that are made of wool or silk 
are seldom blued. If fabrics contain- 
ing animal fibers come in contact 
with an organic bluing agent the 
stain may be treated with an oxidiz- 
ing agent such as alkaline hydrogen 
peroxide or with a solution of potas- 
sium permanganate. plus Epsom salts, 
followed by a treatment with a warm 
solution of a reducing agent such as 
sodium bisulfite or hydrosulfite. Ja- 
velle water should not be used to re- 
move bluing or any other stain from 
silk or wool. 

In case wool or silk pieces become 
stained, either with ultramarine or 
Prussian blue, use the same methods 
for removing them as would be used 
for a cotton garment or flat pieces. 


Butter 


Stains that are due to butter are 
largely grease although ‘small amounts 
of salt and casein are present in addi- 
tion to the usual fat. Butter usually 
is entirely eliminated by the washing 
process. Silk and wool pieces that 
have been stained with butter may be | 
spotted with organic solvents as under ~ 
“Candle Grease” if residual traces 7 
are left. Buttermilk and butter sub- 
stitutes are removed in the same way 
as butter. 


Candle grease (colored) 


The basis of considerable candle 7 
wax is either paraffin or fatty acid — 
with which an organic dyestuff has ~ 
been mixed. A considerable quantity 7 
of candle grease, if present, usually — 
can be melted and emulsified during ~ 
the washing operation and thereby 7 
removed. Faint traces of candle | 
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YOU’RE OUR PRIVATE PATIENT 


e+ « yet you pay “ward rates.” For many years, Cannon has 
catered to the specialized textile needs of hospitals. On occasion 
we have designed or redesigned an item on a private basis, 
eventually being repaid by volume sales of that item on a na- 
tional scale. That’s why we can point to each Cannon hospital 
item on this page as the “accepted standard for the industry.” 


Specify Cannon to your distributor, or write Cannon Mills, Inc., 
70 Worth St., New York City 13. 


ell, 


CANNON 








“DARN THAT WET, 
SLIPPERY FLOOR!” 





MAKES FLOORING 
NON-SKID 
EVEN WHEN WET 


MASTIC ano 
ASPHALT TILE 
FLOORING 


NUMASTIC 


was developed for this 
specific purpose — a 
seal for MASTIC and 
ASPHALT TILE flooring. 
Easily and quickly 
applied, it forms a 
transparent, NON-SKID 
SAFETY COATING that 
lasts through many a 
rainy day. 


NUMASTIC can be 
waxed if you prefer, or 
used as is. Bears the U. 


L. seal of approval. 








Ask your DOLGE 
SERVICE MAN for free 
demonstration ... write 


for detailed literature 


NUMASTIC 


The C. B. DOLGE Co. 


WESTPORT, CONNECTICUT 
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grease that remain may be dissolved 
in alcohol or carbon tetrachloride. 
Frequently, however, the coloring 
matter is entirely eliminated in a 
white washing formula. 

When candle grease and similar 
stains are treated with solvents, a 
clean pad of absorbent cloth or a 
white blotter should be placed be- 
neath the stain. The spot should be 
sponged or tamped and not rubbed 
unless absolutely necessary. As the 
cloth or blotter that is underneath the 
stained area becomes soiled, it should 
be replaced with fresh material. To 
prevent the spreading of the grease 
and solvent use small amounts of the 
solvent at a time and if the spot is 
large enough, work from the outside 
toward the center. If the stain contains 
dirt or fine particles a greater amount 
of rubbing may be necessary. 

Since the washing operation nor- 
mally would remove surface dirt, most 
of the fine dirt particles should be 
largely taken care of during washing. 
As has already been suggested, or 
ganic solvents must be kept away 
from all flames and, for best results, 
should be applied to the back rather 
than the face of the material. With 
such a practice only dirt particles that 
are present are washed out into the 
pad or blotter, and the fabric does not 
act as a filter and hold back the dirt. 
Sometimes it becomes advisable to 
use a soft brush when eliminating 
candle grease and similar stains. 


Candy stains 

Candy spots usually are combina- 
tion stains resulting from the pres- 
ence of sugar, syrup, chocolate, color- 
ing matter, etc. Ordinary washing re- 
moves most of these stains. Residual 
traces of coloring matter, if they oc- 
cur, may be eliminated from white 
pieces by an oxidizing or reducing 
agent. 
Chewing gum 

The basis of chewing gum may be 
chicle gum or paraffin. Sugar and 
flavoring may also be present. If an 
excessive quantity of chewing gum 
stain is present as much as possible 
should be removed mechanically, pro- 
vided the dried gum can be taken 
care of without chafing or cutting the 
material. Next apply carbon tetra- 
chloride, placing a wad of absorbent 
cloth or a blotter underneath, and 
work the stain gently with a bone 
scraper, a pleat raiser, or a smooth 
glass rod. Apply enough carbon tetra- 
chloride so that the gum is loosened 





from the fabric and can be rolled or 
picked off. If any sugar stains remain 
they may be removed by a treatment 
in water or the piece may be rewashed 
and finished. 

Many other gums and resins are 
soluble in organic solvents such as 
gasoline, carbon tetrachloride, tur- 
pentine, ethyl alcohol or carbon bis- 
sulfide. 


Coffee, cocoa 
and chocolate 

Coffee stains also are taken care by 
the average washing process. The 
stain of coffee is apparently due to 
certain compounds formed during the 
roasting process. Oxidizing agents 
may be used to remove residual 
traces. 
Chromic acid 

This material is being used in den- 
tal work for treating the patient’s 
gums. It forms a yellowish stain on 
fabrics that is soluble in hydrofluoric 
acid (Erusticator). Apply solution 
made up of four parts of water to one 
of Erusticator by means of a dropper 
and rinse the article carefully after- 
ward. This treatment is not satisfac- 
tory for weighted silks since the hy- 
drofluoric acid that is present tends 
to remove the metallic weighting. 


Chromic acid will, if concentrated, © 


cause serious fabric deterioration and 
may be a cause of holes appearing in 
dentists’ coats. 

Concrete 

Concrete stains often result from 
allowing the fabrics to come in con- 
tact with a wet cement surface, as the 
floor. Strong acetic acid will often 
remove traces of lime and the remain- 
ing stain cleared up with bleach. 

A 1% to 2% solution of hydro- 
chloric or nitric acid has been recom- 
mended for use. The fabric should be 
rinsed well and neutralized with am- 
monia afterward. 

A third method of treatment is by 
soaking the stained piece in a hot 
solution of one part Calgon to one 
part water, followed by a regular 
washing process. 

It should be mentioned here that 
concrete stains are among the stains 
most difficult to remove. 

Crayon 

Crayon stains, if heavy, frequent- 
ly require a preliminary soaking 
treatment for several hours in one 
part of oleic acid and two parts of 
carbon tetrachloride by volume, after 
which the pieces should be boiled in 
an alkaline soap solution. The alkali 
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will interact with the oleic acid to 
form a red oil soap. The boiling soap 
solution usually is very effective. If 
the pieces are white cotton or linen 
‘they may be bleached afterward to 
take care of any oxidizable stains that 
may be present. 

Cream and ice cream 

Milk and cream are protein in na- 
ture and, therefore, have to be re- 
moved in the breakdown. Otherwise, 
hot washing temperatures will coagu- 
late the stain. Ice cream stains are 
similar in composition to cream and 
milk and in addition contain sugar, 
flavoring materials and sometimes 
eggs. Under general conditions such 
stains are removed by washing opera- 
tion. 

Occasionally table linen will be en- 
countered that contains heavy cream 
and grease stains due primarily to 
poor washing. Spotting with solvents 
is altogether too tedious and costly a 
procedure to be used for their remov- 
al. Good results usually may be se- 
cured by placing such pieces in a net 
and suspending the net for several 
hours in a stock soap solution. If the 
steam valve to the soap tank is 
“cracked” it is advisable to install a 
vacuum breaker in the steam line be- 
tween the soap tank and the boiler. 
Then if the pressure goes down and 
a vacuum is created air will be sucked 
through the breaker into the boiler 
rather than liquid soap from the tank. 
Duco 

Duco is a solution of nitrocellulose 
in a suitable solvent and contains a 
pigment for coloring. Upon evapora- 
tion of the solvent or thinner a nitro- 
cellulose film and the pigment are 
left. Solvents such as acetone and 
ethyl acetate will remove the lacquer. 
If pigment remains treat with oleic 
acid or lard in carbon tetrachloride or 
kerosene and follow by laundering. 
Duco stains are removed also by 
spotting with its thinner. 

Boiling in caustic is often effective 
on white cotton goods if large amounts 
of the staining agent are present. 
Dye and contact stains 

It has been shown that dyestuffs 
vary not only in composition, meth- 
ods of application but also in their 
fastness to washing. It therefore is 
logically impossible always to recog- 
nize the properties of a color and use 
a single process for removing dye 
stains. Some stains, such as the yel- 
low contact stain that sometimes oc- 
curs when a brown sock, through 
carelessness, is netted with a load of 
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for quick relief 





from 








dishwashing 
headaches 


If your kitchen efficiency is badgered 
by inadequate dishwashing equip- 
ment, ask your dealer about Colt 
Autosan, the one best buy in dish- 
washing equipment. 

He can tell you what Colt Autosan 
Dishwashers’ built-in durability 
means to you in dollars and cents 
savings and how Autosan users 
have learned to depend on years 
and years of trouble-free opera- 
tion. At the same time, he can tell 
you about the new Colt Autosan 
Mixing Machines . . . a size to fit 
every kitchen. Or, if you prefer, 
write for complete line information. 
Colt’s Manufacturing Co., Hartford 
15, Connecticut. 








COLT AUTOSAN 
RACK CONVEYOR 
MODELS 


The controlled speed conveyors 
liminate g k ... assure 
proper time for adequate washing 
and sanitizing. 





Model RC-2 
2400 dishes per hour 





Model R-3 (Iliustrated) 
4800 dishes per hour 


Model R-4 
6000 dishes per hour 


Model R-8 
9000 dishes per hour 











DISHWASHING, SANITIZING, 
DRYING and MIXING MACHINES 
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ScHea have the 


CURE FOR 





Simply scatter this NEW Scotts 
compound by hand or with a 


spreader to kill Crabgrass (Wire- 
grass, Watergrass, Fall Grass). 


white pieces when washed, form a 
very resistant color. Other color 
stains are removed with comparative 
ease by oxidizing or reducing agents. 
There is no one cure-all for the re- 
moval of dye stains. 

’ Since the removal of dye stains, at 
least from colored cotton pieces, is 
dependent upon the fastness of the 
ground colors of the material, when- 
ever possible it is advisable to test the 
color at a point where it will not show 
with the following reagents in se- 
quence: 

1. Sodium hydrosulfite. 

2. Javelle water (not used for 
silks and wools). 

3. Potassium permanganate fol- 
lowed by a treatment with a warm 
solution of sodium bisulfite or hydro- 
sulfite. 

4. Alternate treatments with Ja- 
velle water and acetic or oxalic acid 
solutions. 





with a 180° F. solution of hydrogen 
peroxide made up as directed under 
the following spotting agents: 

1. Sodium peroxide. 

2. Hydrogen peroxide. 

3. Sodium perborate. 

Potassium permanganate in cold 
solution in conjunction with Epsom 
salts also is suitable for removing 
some dye stains from silk and wool. 
After the material has been spotted or 
soaked 10 to 15 minutes, it should 
be lifted and immersed, or else spot- 
ted, in a warm solution of sodium bi- 
sulfite or oxalic acid. Careful rinsing 
should follow. 

Sodium hydrosulfite can be used 
also to eliminate dye stains from wool 
and silk. Care should be taken to test 
the colored silk or wool pieces in or- 
der to be certain that the stripping 
agent does not attack the ground col- 
or as well as the stain. 

[The third section of this series of 


stains and their removal will appear 
in the next issue of this magazine. | 


i 
CLD the result of 10. 


years of Scotts Research—proven| 
on hundreds of lawns in all) 
parts of the country. A Missouri: 
volunteer tester reported—Scuth 
"stopped Crabgrass cold but a 


not affect my lawn grasses.” 


EASY TO USE —no mixing or 
| fussing with water and sprayers. 


(Note: Methods of preparation for 
these reagents will be given in an 
early issue.) 

The method that eliminates the 
stain best and with the least harm to 
the colors should be used. If a number 
of white pieces have been stained at- 
tempts should be made to remove the 
stains from one small article before 
treating the entire load or bundle. 

When Javelle water is used in one 

will not harm lawns, persons or per cent strengths the solution should 
i _ a not be heated as otherwise excessive 
—_ tendering may occur. The material 


New Board of Hospitals 
for New York City 
new Board of Hospitals for New 
York City’s municipal system, 
with the special function of aiding the 
city in the establishment of a long 
range policy for the continued develop- 
ment of its great group of hospitals, is 
under consideration, and recommenda- 
tions by a committee headed by Com- 
missioner of Hospitals Marcus D. 


a AMM TTT TTT 


SAFE — in recommended usage 


cosTs br sq : etn should not be allowed to soak in the Kogel are being discussed. The $150,- 
arene 5500 a i “soll 6.85 hypochlorite solution any longer than 000,000 hospital construction program 
is necessary to remove the stain.. authorized by the voters of the city 

Stop Crabgrass NOW before Javelle water should never be used last November is so extensive, as 


for stripping silk or wool. When the 


it ruins your lawn 


SCUTL is an exclusive Scotts de- 
If not available at 
your dealer, write O M Scott & 
Sons Co at Marysville, Ohio. 











alternate hypochlorite-acetic or oxalic 
bath is being used, the concentration 
should again be reduced if a warm 
bath is being used. The strong oxidiz- 
ing power of this treatment is due to 
the fact that the acetic or oxalic acid 
and the sodium hypochlorite interact 
to form hypochlorous acid, which is 
a very unstable and powerful oxidiz- 
ing agent. 

When dye-stained samples are soak- 
ed in potassium permanganate made 
up at the rate of one ounce per gallon, 
the solution should be cold. Soak the 
material for not more than 15 min- 
utes and then immerse the piece in a 
warm solution of sodium bisulfite 
made up as previously directed. 

When silk and wool samples have 
become stained, attempts should be 
made to remove the coloring matter 


Mayor Wm. O’Dwyer emphasized at 
a committee meeting, that its han- 
dling will require a continuous in- 
formed body such as is contemplated. 

The proposed board would be 
charged, it is explained, with develop- 
ing efficiency in the maintenance and 
management of the Department of 
Hospitals and would exercise broad 
quasi-legislative functions, besides 
ratifying both the capital and expense 
budgets of the department for sub- 
mission to the appropriate city agen- 
cies. 

The commissioner of hospitals 
would, it is believed, be chairman, and 
the personnel of the board would con- 
sist of ten additional members, at least 
five of whom would be doctors with 
wide medical and public health experi- 
ence, the other five being outstanding 
business executives. 
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UPKEE 
UMBING 
‘SED ER’ ...FiRsT ond ONLY 
'SEXAU - yality features 
bring you these exclusive 4 | 
house to Dr 


— 


PAT'D 3IBB SEAT RE-FORMING TOOL 
with “saddle seat" cutters, Realigns and re-forms 
seats better than new. 


TUE PAT’D “‘EASY-TITE’’ FAUCET WASHERS 
gs “, made of DUPONT Neoprene and fabric-reinforced 


like a tire. Outlast ordinary kind 6-to-1. 
EXCLUSIVE 7-PLY FABRICATED TOP = 
- BIBB GASKtT. \ J = 


9) EXCLUSIVE “SEX-ITE” metal parts, non-corro 
‘/ sive, non-rusting, equal in strength to steel. 


PAT'D FLUSH VALVE RE-FORMING TOOL 
that permanently corrects faulty seats. 


PAT’D “BLUE SPOT’? BALLOON TANK BULBS 
. cork-tight shut-off. . distinctive golden color 


. . . guaranteed 3 years, 





SEND FOR FREE CATALOG Listing 2,300 Triple-Wear 
Replacement Parts and pat'd Precision Tools as advertised in the 
SATURDAY EVENING POST. 


3. A. SEXAUER MFG. CO., INC. 
Dept. AF80, 2503-05 Third Ave., New York 51,N.Y. 


World's leading specialists in 


plumbing and heating maintenance. (BS) 
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CRINKLE SPREADS 3 


PRODUCT OF 
THE JOHNP KING MFG CO 


AUGUSTA,GA 





Made Specially For Institutional Use 


by THE JOHN P. KING MFG. CO. 
AUGUSTA, GA. 


Sales Agents: MINOT, HOOPER & CO. 


‘40 WORTH STREET. NEW YORK 13, N. Y. 
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FAST-ACTING 
CLEANSER 
fi for 
MACHINE 
ScruBssinG 


S46 eg 


Get Floors 
Really Clean... Faster... 


Pye 





rages 


TEAM UP Your Scrubber with a 
Cleanser that’s MADE for It! 


The greater speed of mechanical scrubbing re- 
quires the use of a cleanser that keeps pace with 
the speed of the machine. Cleansers designed for 
hand-scrubbing cannot be expected to give the fast 
cleaning action required for machine-scrubbing. 
In an attempt to get floors thoroughly clean, the 
operator of a scrubbing machine using a slow- 
acting cleanser may resort to prolonged brush 
action, but that needlessly piles up mileage on 
the machine, increases labor costs, and pre- 
maturely wears out the brushes. 


To utilize the full cleaning capacity of your 
scrubbing machine—to get floors film-free clean 
in minimum time—choose a cleanser that’s spe- 
cially made for machine-scrubbing. All Finnell 
Cleansers are. And there is a type for every 
need, including Finola, the Original Scouring 
Powder, for heavy duty scrubbing of smooth, 
hard-surface floors. 


The Finnell Machine illustrated above is a Self- 
Propelled Scrubber-Vacuum for use on large-area 
floors. This Finnell applies the cleanser, scrubs, 
rinses if required, and picks up. Cleans up to 
8,750 sq. ft. per hour! Vacuum performs quietly. 


The nearby Finnell man is readily available to 
help train your maintenance operators in the 
proper use of Finnell Equipment and Supplies. 
For consultation, demonstration, or literature, 
phone or write nearest Finnell Branch or Finnell 
System, Inc.,'2708 East St., Elkhart, Ind. Branch 
Offices in all principal cities of the United States 
and Canada. 





FINMNELL SYSTEM, INC. \ 


Pionesrs and Specialists ia PRINCIPAL 


FLOOS-MAINTENANCE EQUIPMENT AND SUPPLIES CITIES 












Specify Darnell 
for Complete 
Satisfaction 


@ Save Money, 
Floors, Equipment 
and Time by using 
DARNELL Casters 
and Wheels... Al- 
ways dependable, 


DARNELL CORP. LTD 
LONG BEACH 4 CALIFORNIA 
60 WALKER ST. NEW YORK 13, NY 
36 N CLINTON CHICAGO 6. ILL 
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Executive housekeepers can save 
management thousands of dollars 


By EMMA MORGAN 

Vice President, Washington Chapter 

National Executive Housekeepers Asso- 
ciation, Washington, D. C. 

XECUTIVE housekeepers 

should be taken into the confi- 
dence of management in new construc- 
tion or reconstruction, according to 
Sanford E. Maus, partner of Harris, 
Foster & Co., who spoke on “Time and 
Motion Study” before the annual 
convention of the National Executive 
Housekeepers Association at Wash- 
ington, D. C., June 21-24. By doing 
this, he said, management could save 
thousands of dollars. 

If an employe is doing all he can in 
a day and it is costing the manage- 
ment too much money then is when 
time study will help correct the situa- 
tion, advised Mr. Maus. A study is 
made, he said, showing every motion 
taken to complete a particular opera- 
tion. No motion is too small to con- 
sider. The purpose is to develop the 
maximum quality of standard output 
in a minimum amount of time. The 
data are gathered and studied and the 
job recreated, showing the motions 
that may be eliminated. 

Mr. Maus said that one study 
made of a maid’s tasks in a certain 
type hotel room showed that there 
were too many mirrors in the room 
that had to be cleaned. There was a 
mirror on the dresser, one on the 
dressing table and one in the bath- 


room. By a survey it was discovered 
that the dresser in this particular type 
room could be eliminated. This study 
saved money for the hotel because in 
the future there were no more dress- 
ers bought for these rooms. The dress- 
ers taken out were used elsewhere. 
The maid saved many minutes in each 
room so that in the course of the day 
she saved hours of time. 

When Carol Carter of Utica-Mo- 
hawk Mills asked the executive house- 
keepers for suggestions they came up 
with: 

1. Since there is a label on the pack- 
age it was felt it would be better if 
labels were left off individual sheets, 
allowing them to be used the first 
time without laundering. 

2. Sheets should have the same 
width hem at each end to save time 
in making beds and to allow their 
reversal, thus getting longer wear 
from them. 

3. Worn sheets can be made into 
drapes. 

The dues of the association were 
raised in anticipation of having paid 
national officers, if nothing more than 
a paid secretary for the president. An 
auxiliary association will be formed 
for assistant housekeepers. 

The Washington chapter of the as- 
sociation entertained the association 
delegates with a luncheon at Calling- 
wood Inn on the Potomac and a trip 
to Mount Vernon. 


How one hospital council 
did a fine educational job 


NE of the most successful pub- 

lic relations projects yet-under- 

taken by the Omaha Area Hospital 

Council was developed in connection 

with this year’s observance of Nation- 
al Hospital Day. 

The Hospital Council’s National 
Hospital Day Committee conducted 
its program through use of the follow- 
ing media: 

1. Tag day 
2. Speakers’ program 
3. Radio broadcasts 
4. Newspaper publicity 
5. Mayor’s proclamation 
The educational activities which 


constituted the program were effective 
in focusing attention upon hospitals 
and in increasing public understanding 
of hospitals and their services. 
Recognizing that the distribution of 
free tags was unusual, the committee 
keyed all of its publicity to this feature 
of the Hospital Day observance. As 
a result, the event received more than 
ordinary notice from the public, the 
press and radio. Between the hours of 
10 a. m. and 2 p. m., 10,000 tags were 
distributed by student nurses who were 
stationed in pairs at downtown street 
corners in Omaha, Lincoln and Coun- 
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cil Bluffs, Iowa. The public response 
to this phase of the program was ex- 
ceptionally good. 


Through the speakers’ program, the 
hospitals’ story was presented to a 
large number of civic and business 
leaders. Hospital administrators ap- 
peared as guest speakers before the 
following organizations: Chamber of 
Commerce, Concord Club, Dundee 
Kiwanis Club, Omaha Kiwanis Club, 
North Kiwanis Club, South Kiwanis 
Club, Lions Club, Optimist Club and 
Rotary Club. 


Extensive free radio coverage was 
obtained. All of Omaha’s radio sta- 
tions broadcast spot announcements 
about National Hospital Day and in- 
cluded summaries of the observance on 
their news broadcasts. In addition, 
there was broadcast, as a public serv- 
ice feature, a fifteen minute transcrip- 
tion, “Hospital Costs”; two stations 
interviewed student nurses; and 
another station sent its mobile unit to 
cover an Open House at one of the 
hospitals. 


The press regarded the free Tag 
Day as newsworthy, and published a 
story about it on the day preceding 
the event. A newspaper photographer 
took a picture of one of the ,nurses 
pinning a tag to the lapel of a pedes- 
trian, and published the two-column 
cut with a story. 

The mayor’s proclamation, while 
not receiving wide publicity, gave of- 
ficial recognition to hospitals and their 
services to the community. 


The entire program was developed 
at no expense to the Omaha Area Hos- 
pital Council. The tags were furnished 
by Nebraska Blue Cross and Blue 
Shield Plans, and much of the radio 
and newspaper publicity was arranged 
by their public relations staff. Camp 
Fire Girls and Girl Scouts attached 
cords to the tags as a community serv- 
ice project. 


Multiple Chances 

The chances that the O.B. depart- 
ment will have to work overtime to 
deliver unsuspecting parents of twins, 
according to Metropolitan Life statis- 
tics, is about once in every 92 con- 
finements. The possibility of triplets 
occupying nursery space can be an- 
ticipated about once in every 9,400 
deliveries, and, as regards quintu- 
plets, only one expectant mother in 
every 620,000 can be expected to be 
so blessed. 


NFPA issues 1950 
O. R. Pamphlet 

Some minor revisions have been 
made in the National Fire Protec- 
tion Association’s pamphlet, “Rec- 
ommended Safe Practice for Hospital 
Operating Rooms,” just released by 
the association at 60 Batterymarch 
Street, Boston 10, Mass., for 25 cents 
a copy. 

In view of the importance of the 
subject hospitals are being urged to 
get their copies. 
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... to make floors in your hospital safe for hurrying feet. Hilco-Lustre 
is approved by Underwriters’ Laboratories as “anti-slip.” Easy to use— 
it dries hard and bright in 30 minutes without polishing or buffing. 
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Antiseptic SURGICAL SOAP contains HEXACHLOROPHENE -———— 


100 times more effective against bacteria than ordinary soap— 
requires no germicidal rinse. Cuts surgical wash-up time as 
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municable disease. For economy—dispense from Hillyard’s 
portable Sani-Septo foot-feed dispensers. 
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Edna Huffman back 
to records Journal 





EGINNING with the June 1950 

issue, Edna K. Huffman, R.R.L., 
medical records consultant, resumed 
editorship of the Journal of the Ameri- 
can Association of Medical Record 
Librarians. By education and experi- 
ence, Mrs. Huffman is eminently 
qualified to evaluate editorial articles 
which simplify the common problems 
of medical records departments. 

She was associate editor of the 
Journal from 1935 to 1938 and editor 
from 1938 to 1942 and is a past-presi- 
dent of the American Association of 
Medical Record Librarians. She is 
the author of the Manual for Medical 
Records Librarians, a most practical 
textbook which has been an outstand- 
ing success and is now being prepared 
for its third edition. 

Mrs. Huffman’s understanding of 
administrative problems stems from 
practical experience as an assistant 
hospital administrator. Her personal 
experience as a medical record librari- 
an has been in a large private clinic, 
and in hospitals ranging from 100 to 
650 beds, supervising the programs 
of these departments, some of which 
had had outpatient departments with 
a centralized system of numbering 
and filing. Some of these hospitals 
first microfilmed their records during 
her tenure. She is familiar with the 
punched-card method of cross-index- 
ing and the adaptation of the Stand- 
ard Nomenclature numbers to its use. 

On a recent trip to Australia, made 
under the auspices of the Australian 
Hospital Association, Mrs. Huffman 
assisted in the development of medi- 





Our Address Is Changed 


Hospital Management's address is 
now: 
Hospital Management 
200 E. Illinois St. 
Chicago Ii, Ill. 
It formerly was 100 E. Ohio St. 














cal record procedures similar to those 
in the United States. She returned by 
way of Asia and Europe where she 
visited hospitals and lectured to sev- 
eral groups of medical record librari- 
ans in England. 


Emergency Hospital 
Gets Beds from McGill 


Beds for the emergency hospital, 
set up in Rimouski, Que., when the 
St. Joseph Hospital there burned in 
the May 6-7 conflagration, were sent 
May 16 from Montreal as a gift 
from McGill University. The beds 
once helped fill the dormitories at 
Dawson College at St. Johns, Que., 
when this one-time military base was 
used to look after the post-war boom 
of students attending McGill. 

The beds, 100 in all and equipped 
with mattresses, pillow cases, blan- 
kets and sheets, were sent to Rim- 
ouski by Red Cross authorities here. 

Mayor Victor Lepage at Rimouski 
has already expressed his apprecia- 
tion of this gift. In a telephone call 
to the university today he said the 
beds were needed for the emergency 
hospital which has been set up in the 
Agricultural College there. 

Mayor Lepage is a doctor who, be- 
fore the disaster, was attached to the 
burned-out St. Joseph’s Hospital. 


Mount Sinai, Philadelphia, 
Opens Psychiatric Clinic 

Mount Sinai Hospital of Philadel- 
phia opened a new Psychiatric Clinic. 
Dr. Paul Sloane, attending neuro- 
psychiatrist, and Dr. Eli Marcovitz 
will direct the Clinic, which will treat 
both adults and children. 


Medical-Legal 
Problems 


(Continued from page 100) 

the use of the record prior to the date 
of appearance in court, she is legally 
obligated to obey the subpoena under 
penalty of contempt of court. After 
the legal service of a subpoena, the 
individual ordered to appear must 
obey unless duly informed that the 
subpoena has been cancelled or an 
injunction issued to restrain the ac- 
tion of the subpoena. The latter will 
rarely happen, but it must be recog- 
nized as a possibility. 

Many medical record librarians 
seem to resent the service of a sub- 
poena and by action or inference at- 
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tempt to thwart the service. This is 
not good public relations. A coopera- 
tive attitude towards members of the 
legal profession will materially bene- 
fit the hospital and the medical record 
librarian in the conservation of her 
time, inconvenience, etc. For ex- 
ample, a subpoena in a civil action 
may be served without tender of sub- 
poena fees by the server, thereby in- 
validating the service. It is more ad- 
visable to draw this to the attention 
of the server than to ignore the sub- 
poena (which is within the legal 
rights of the person served and in- 
conveniences both the attorneys and 
the court). Actions to ignore such 
subpoenas only irritate and antago- 
nize the attorneys who later on may 
be in a position to retaliate with in- 
convenience, embarrassment, etc. At- 
torneys and courts are reasonable and 
will attempt to make court appear- 
ances as pleasant as possible if given 
the opportunity. 

It is anticipated that the medical 
record librarian will have little con- 
tact with summonses, injunctions and 
even affidavits, but occasionally may 
be subpoenaed to appear before a 
court commissioner, etc. to make a 
deposition. However, depositions need 
not be made unless proper subpoenas 
have been served to produce the in- 
dividual or the record. Here also a 
cooperative attitude will reap recur- 
rent benefits to the medical record 
librarian. 

BIBLIOGRAPHY 
Legal Guide for American Hospitals 

Emanuei Hayt, L.L.B. and Lillian R. 

Hayt, M.A.J.D. 

Law of Hospital, Physician and Patient 

Emanuel Hayt, L.L.B. and Lillian R. 

Hayt, M.A.J.D. 


Doctor and Patient and the Law 
Louis J. Regan, M.D., L.L.B 


As Others See Us. 


(Continued from page 4) 
of research’, every attempt is made 
to make it as attractive as possible. 
At the proposed Research Hospital 
of the National Institute of Health 
there is to be a cinema, shops, a 
beauty parlour, a bank, a post office, 
a barber’s shop, a chapel and an 
auditorium to seat five hundred. The 
sick room will be wired for three 
choices of radio and will have tele- 
vision facilities, together with two- 
way nurse telephones. Such amenities 
are, indeed, not uncommon in the bet- 
ter American hospitals, as we learned 


‘Our italics. 
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from a previous travel report‘, and, 
for that matter, are not unknown in 
hospitals in this country. 

As far as the organisation of serv- 
ices is concerned, one of the most in- 
teresting features of the report is that 





‘Report on Tour of Visits to Hospital 
Central Funds and Allied Organizations, 
Hospitals, etc., in the United States and 
— + Captain J. E. Stone, C.B.E., M.C., 
F.S H.A. Comment and extracts in 
THE \ieleciet, June, 1948, pp. 250 and 259. 


which deals with functional group- 
ing. As was realised in this country 
some years ago, hospital services to 
meet the needs of a modern com- 
munity cannot be planned success- 
fully on the basis of individual hos- 
pitals and institutions existing in 
isolation. The principles upon which 
our present hospital service is plan- 
ned, with its large regional planning 
areas and its grouping for purposes 
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Unmarked linens mean losses which 
can be avoided. Applegate inex- 
pensive markers mark the name, 
department and date, one or all, at 


one quick impression, Applegate 
indelible (silver base) ink is heat- 
permanized at the time of marking, 
so that it cannot wear off. Lasts the 
life of the cloth—and the marked 


linens last longer. 
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Atlantic City 
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of day to day administration, need 
no elaboration here. What is inter- 
esting, however, is the evidence both 
in the delegation’s report and from 
other sources to the effect that in 
America a similar solution is now be- 
ing sought, the approach being some- 
what along the line of that attempted 
when various voluntary councils were 
set up prior to the National Health 
Service to co-ordinate the hospital 
facilities of a particular locality. 

The delegation reports that the 
functional grouping of hospitals on 
a regional plan is being attempted in 
the larger cities, the problem in New 
York being entrusted to the hospital 
council of greater New York, which 
has formulated a plan covering the 
city’s population of eight millions. 
The plan is working from certain ma- 
jor premises, among which are that 
small hospitals of under 200 beds are 
uneconomic, that special hospitals of 
all types, including those for mater- 
nity or for infectious diseases, are un- 
desirable, that general hospitals 
should have psychiatric and tuber- 
culosis units not exceeding 50 beds 
for appropriate cases, and that con- 
valescent beds should be in general 
hospitals, not in separate institutions. 

On general principles of hospital 
construction, the delegation reports 
that there is a recognition, gained by 
experience, that too much height 
leads to “bottlenecks and adminis- 
trative difficulties on the upper 
floors,” and this has led, wherever 
the cost per foot of the site is not too 
great, to a tendency to reduce the 
height of the building. The accepted 
optimum for the future seems to be 
a building of 10-12 floors and 800 
beds, and the delegation found that 
the most recent hospitals showed an 
almost standardised form of lay-out 
typically :— 

Basement. Kitchen; laundry; phar- 
macy; central stores. 

Ground Floor. Administration; out- 
patient clinics; staff-cafeterias; X- 
ray department. 

First Floor. Out-patient clinics; 
medical wards. 

Second Floor. Maternity 

Third Floor. Surgical operating 
suite; central supply. 

Fourth Floor. Surgical wards. 

Fifth and Upper Floors. Semi- 
private patients with private patients 
on the top floors. 

In general comment upon princi- 
ples of planning, the report remarks 





that sick-rooms were commonly 
placed on both sides of the central 
corridor and there was a complete 
disregard for natural cross-ventila- 
tion, even in those hospitals which 
did not have forced ventilation. Lav- 
atories were generally sited on the in- 
ternal wall without natural light or 
ventilation. 

It is rightly remarked that these 
features result in a considerable sav- 
ing of space in compactness of plan- 
ning, and this brings us back to the 
question of costs. The delegation 
found abundant evidence of devices 
to minimise costs on the construction- 
al side, examples being the use of 
radiators in place of ceiling panel 
heating, walls finished in spray- 
painted breeze blocks instead of plas- 
ter, and the non-enclosing of service 
pipes in laboratories. With regard to 
this last economy, the delegation 
says that “though the effect is un- 
sightly and the pipes catch the dust, 
it is claimed that installation costs are 
lower and that there is free access for 
maintenance purposes. Complaints of 
dirt falling from the pipes, which do 


not appear to be kept clean, are how- . 


ever made by laboratory workers, 
more especially bacteriologists.” 


The delegates were impressed with 
the example set by American hospitals 
in the development of domestic equip- 
ment and methods of service supply. 
“The use of the pneumatic tube sys- 
tem for the transmission of records, 
messages, small pieces of equipment 
or specimens, is usual and in one new 
hospital where it had been omitted on 
the ground of high initial cost, its ab- 
sence was loudly regretted.” Central 
vacuum cleaning with “plug-in” tubes 
on the floors was used in several hos- 
pitals; we were told that bacteria had 
been shown to be driven through the 
fabric dust-bag of the individual type 
of machine. Paging is almost uni- 
versally by vocal means, bells, buzz- 
ers, and lights having disappeared. 
In some hospitals there is two-way 
communication between the patient 
and the nurses station. 


The report contains description 
and comment upon almost every as- 
pect of hospital planning and equip- 
ment, including ward units, operat- 
ing theatres, nurses’ accommodation, 
oxygen systems, beds, casualty de- 
partments, medical records. It is il- 
lustrated with several plans and there 
is also a section upon medical edu- 
cation. 
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POSITIONS OPEN 


Medical Corps; and year X-Ray Technician, 
City Health Department. Immediately avail- 


able. 

PERSONNEL DIRECTOR—Female, 25; past 2 
years Personnel Director, 180 bed hospital; 
desires position as Personnel Director or 
Administrative Assistant where emphasis 
might be placed on Personnel and Public 
Relations; available 30 days. 

REGISTERED NURSE ANESTHETIST—training 
includes Post-Graduate Course, University 
Hospital: 7 years as Anesthetist in several 


Eastern ospitals; 9 years as Assistant 
Chief esthetist, 200 bed hospital; past 12 





years gihief Anesthetist, small Eastern hos- 
pital. 





Illinois Hospitals 


(Continued from page 40) 


were the National Foundation for In- 
fantile Paralysis, local Red Cross 
Chapter, St. Clair County Medical 
Society, East Side Health District, 
Visiting Nurses’ Association and the 
two local hospitals. Sixty persons rep- 
resenting 22 hospitals attended. 

Meanwhile, responding to the re- 
quest of the Illinois Polio Planning 
Committee, the Illinois Hospital As- 
sociation has spearheaded a survey 
of hospital facilities in the seven other 
districts of the association outside 
Chicago and its immediate area. At 
the time this is written 72 of the 111 
general hospitals in these districts had 
returned questionnaires and the re- 
maining hospitals were being followed 
up personally by district presidents 
to obtain the desired information. Of 
the 72 hospitals replying to date, 22 
have facilities for diagnosis only, 16 
have diagnostic facilities plus beds 
for temporary care, 19 have beds 
for full-time isolation care and 15 are 
entirely without facilities for diag- 
nosis or care of polio. 

With these reports and those which 
are expected to be received shortly 
from the remaining 39 hospitals, the 
State Department of Public Health 
under the leadership of Dr. Leonard 
Schuman, acting chief of the division 
of communicable diseases, will analyze 
the available facilities and take steps 
to supplement these in areas of need. 

Other phases of the program which 
have been pursued with equal vigor 
under the direction of cooperating 
agencies have included institutes and 
training courses for physicians and 
nurses and the recruitment and train- 
ing of volunteer nurses aides. Plans 
have also been developed for the re- 
cruitment of doctors, nurses and phys- 
io-therapists, the provision of consult- 
ant service where needed and a state- 
wide educational and publicity pro- 
gram designed to reach both profes- 
sional groups and the lay public. 
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Polio 


(Continued from page 73) 


administered by tent for small chil- 
dren and per nasal catheter for larger 
children and adults. We must note 
whether or not the oxygen is actually 
doing the patient any good. A clear 
airway is essential and should the pa- 
tient have an increased amount of 
mucous or else an actual spasm of 
the muscles in the upper part of the 
throat, then the oxygen might well be 
merely blowing out of the mouth. 


Suction used 


Suction is used in the bulbar polios 
to insure a clear airway. Since it is 
an obvious type of stimulation then 
it must be used cautiously and should 
not extend past the oral cavity. A 
rubber catheter is to be preferred to 
a metal suction tip. Tracheotomy 
may be performed early in spasm of 
the muscles of the upper throat to 
prevent the patient from becoming 
too apprehensive. 

The final aim to be discussed is 
that of the nurse’s responsibility in 
providing for the mental and emo- 
tional needs of these patients. No 
province of bed-side care is so obvi- 
ously a duty and yet so rewarding to 
the nurse. Nurses should realize that 
fear of death or serious crippling is 
the basis for the asocial behavior often 
displayed by the polio patient. This 
may be manifested in many ways and 
varies with the individual. The child 
who is uncooperative or belligerent or 
continually questioning, not really in- 
terested in the answer he receives, but 
rather as an attention-getting meas- 
ure, is manifesting his fear of the en- 
emy, polio, not his own personality. 
Proper psychological handling of this 
patient from the moment of admis- 
sion cannot be underestimated. 


Faith essential 


It is marked in its implication in 
the early stages when faith and con- 
fidence in what you are doing for him 
is. essential. We must accustom him to 
the possibility of a long hospital stay, 
and last of all as necessary, endeavor 
to aid him to adjust more easily to a 
probable permanent deformity. The 
things the patient most often remem- 
bers are those thoughtless remarks 
we sometimes make. Every contact 
that we have with the patient is im- 
portant, even if we just walk in and 
say “Hello”. 
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Miscellany 


(Continued from page 91) 


and protected from flies. 

c. Sanitary measures for han- 
dling garbage disposal. 

d. Water for cleaning and 
steam. 

2. Disposal of waste other than 

garbage. 

a. Separate cans for trash, tin 
cans, coffee grounds. 

b. Use of incinerator. 


Ill. Periodic and Systematic 
Inspection 
a. Check Food Units daily for: 
1. Cleanliness. 
2. Orderliness. 
3. State of serviceability or re- 
pair. 

. 4. Effectiveness of pest control. 

b. The daily inspection of the food 
units is valuable insofar as it 
goes for the smooth and effi- 
cient maintenance of the depart- 
ment and the morale of the per- 
sonnel. Observe carefully in 
walking around. Do not do this 
in a routine manner. Carry a 
flashlight. Vary the method of 
inspection so the impressions re- 
ceived are fresher. The import- 
ant point is not only to see that 
the kitchen is operating efficient- 
ly, but to receive impressions 
for making progressive changes 
later. 

c. To make it interesting for all 
concerned results of inspection 
should be posted on kitchen bul- 
letin boards. 





Three honored in Rochester 
for 75 years’ service 


In Rochester, Minnesota, Worrall 
Hospital's Margaret Cavanaugh, ele- 
vator operator, and Pauline Dunbar, 
chambermaid, together with Colonial 
Hospital's Edwin Klee, assistant cook, 
were g five recipients of gold 
watches at the fourth annual Service 
Award Banquet held by the Kahler 
Corporation at the Mayo Civic Audi- 
torium. The watches were symbols of 
25 years of service. 

In making the presentations, Roy 
Watson, president and general man- 
ager, said, "We are grateful to you 
for your loyalty and cooperation in 
helping us to maintain high standards 
of service in our various institutions 
... | am confident that we can count 
on you, the veterans in our organiza- 
tion, to set the pattern [of friendly, 
sympathetic and courteous service].” 
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